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This study assessed the relationship between alcohol 
abuse, anxiety, depression, and current treatment. The 
setting was in a public hospital, located in the suburbs of 
Metairie, Louisiana. The population consisted of males and 
females who came to the hospital with complaints of alcohol 
related behaviors and problems. The project assessed ninety 
patients over a four-month period, testing their levels of 
anxiety, depression, alcohol abuse, and alcohol relapse 
prior to treatment. The same patients were re-tested after 
they received treatment as a post-test. The levels of the 
patient's anxiety, depression, alcohol abuse, and 
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alcohol relapse was compared to determine if there were 
differences between the levels of anxiety, depression, 
alcohol abuse, and alcohol relapse on the pre-test and post¬ 
test scores. The results indicated that there were no 
significant differences between pre-test and post-test 
scores and that there is a clear relationship between 
alcohol abuse, anxiety and depression. The results indicate 
that treatment had no significant impact on anxiety or 
depression. Anxiety and depression are antecedents to 
alcohol use and the factors that led to drinking behavior. 
The purpose of treatment most often focused primarily on the 
drinking behavior. This study indicates that present 
treatment modalities have not reduced the drinking behaviors 
of individuals when anxiety and depression scores were high 
on the pre-test for anxiety or the pre-test for depression 
when the alcohol abuse pre-test scores were high. 
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There are various types of treatment available for 
alcohol abuse and addiction. The programs have different 
foci of treatment, duration, topology, and intensity. This 
study will assess if the current treatment modalities are 
effective in reducing anxiety, depression, and alcohol 
abuse. Anxiety and depression are two factors that trigger 
an individual to drink. In many instances if the pre¬ 
existing factors of anxiety and depression are not resolved 
during treatment then the opportunity for abstinence or 
recovery is decreased. The principles that guide treatment 
within many alcohol treatment programs focus on individual 
change (e.g., deficits, in behavior, maladaptive behaviors 
and the lack of motivation) that inhibits successful 
treatment and leads to relapse. This study assessed 
individual patients using standardized tests to determine if 
treatment works in the prevention of alcohol abuse. This 
study focused on the impact that current treatment 
modalities have on reducing the triggers leading to alcohol 
abuse, as evidenced by the reduction in the levels of 




Many treatment professionals assume that a viable asset 
of treatment to individuals who have reached an endpoint in 
their life, (known as rock bottom) will have a good chance 
of stopping their abuse of alcohol. Rock bottom is 
considered a starting point for a new beginning in a 
person's life with abstinence as the goal for treatment. In 
some programs in order to predict a positive prognosis an 
individual must give up the old way of doing things. He or 
she must give up control of their lives to a higher power, 
and accept the belief that being an alcoholic is a life-time 
struggle and living day to day is the only path to 
abstinence. It is also believed that an individual should 
change people, places and activities of the past to have 
success after treatment. This focus on individual change 
negates the role and impact community structures have on 
individual behavior. Furthermore, it offers little credence 
to the genetic, biochemical and psychosocial impact of 
alcohol abuse. Conditions in the environment in many cases 
guide individual behavior. When treatment efforts are 
focused primarily on individual change, the outcome is 
inconclusive because the relief sought through treatment 
focused on the overt behavior. The first step in the 
development of a behavior is a response to some initial 
stimulus. The stimulus elicits a response that becomes a 
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series of response/action until the goal behavior is 
achieved. Therefore, treating the end behavior (e.g., 
drinking) is partial treatment that negates the cause of the 
behavior. The purpose of treatment should be to stop the 
behavior that leads to alcohol abuse and dependence. The 
focus of treatment should be to reduce the impact of the 
environmental stimulus upon the individual that cause the 
behavior and assist the individual to assign less value to 
the impact of those factors. The treatment of the 
alcoholic's behavior in the absence of addressing the 
environmental and underlying causes of the behavior is like 
placing a cloth rag in the tail-pipe of a smoking 
automobile. One sees some relief from the smoke initially, 
but eventually becomes overwhelmed by the exhaust if the 
engine is not repaired. The focus of treatment in alcohol 
abuse and dependence should not be exclusively focused on 
the individual's behavior but balanced between the 
environmental conditions that led to the behavior and the 
intrapersonal, interpersonal and environmental circumstances 
that facilitate its development. The following is a question 
that should be asked by treatment professionals based on 
their impressions of a psychosocial assessment: Does the 
environment act on the individual or does the individual act 
on the environment? The answer to this question is the 
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environment and the individual impact each other. The effect 
can be symbiotic or antagonistic. In symbiotic relationships 
the individual experiences growth and development within the 
conducive conditions of the environment, and the environment 
flourishes through that nurturing exchange of positive 
feedback. In an antagonistic relationship there exists a 
rift between the individual and the environment or both. 
This leads to atrophy in the individual and in the 
environment. Therefore, the purpose and the focus of 
corrective action should be based upon the etiology of the 
problem that assesses the circular impact that the community 
has on the individual and the individual has on the 
community. To treat anything less would be partial 
treatment. In the field of substance abuse treatment there 
exists the assumption that the purpose and focus of 
treatment is geared toward the individual with little 
attention directed toward the environmental conditions which 
led to the behavior. This oversight in traditional alcohol 
abuse treatment programs leads to a poor success rate of 
treatment outcomes. Many professionals consider the increase 
in the relapse rate to be the result of character flaws in 
the individual (e. g., a lack of motivation). This 
philosophy shifts the burden for change from the environment 
to the client. Usually after a client completes a treatment 
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program there is usually no doubt in the mind of the client 
that the treatment failure was due their internal personal 
character flaws. The clients fail to understand the negative 
impact of the treatment modality. The client leaves a failed 
treatment program thinking that they were not ready to take 
advantage of the services offered by the program, regardless 
of how poorly structured the program was geared in meeting 
their needs. 
Conditions Impacting the Problem 
An individual's life in adulthood is an aggregate of 
his/her successes and failures that occurs during the 
process of early childhood development. An individual's 
personality, beliefs, values, expectations and philosophy 
are determined both by positive attachments to a significant 
care-giver and the nurturing, discipline, structure, 
advancement opportunities, achievement opportunities and 
abatement provided during the process of childhood 
development. The successes achieved during the process of 
childhood development play a major role in the adaptiveness 
of an individual, who in the face of insurmountable 
obstacles and family/social barriers have the capacity and 
ability to be resilient, as an adolescent and as an adult if 
the right preventive conditions exist. Individuals who have 
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a family history of substance abuse are thought to have a 
genetic and biochemical predisposition to substance abuse 
similar to individuals who have family histories of anxiety, 
depression and antisocial personality disorders. Individual 
risk factors include parental behavior, parental view and 
individual's expectation. The risk factors from 
environmental influences are culture, peer group, economics, 
education and substance availability. 
Developmental Conditions 
When a child is reared in a family where the conditions 
and atmosphere in the home or environment are suitable for 
alcohol consumption, the child learns that this is an 
acceptable practice and models the behavior as an adolescent 
or in adulthood. If the family attitude is welcoming to the 
use of alcohol as a social medium of expressing pleasure in 
life, the child learns that alcohol is a necessary 
ingredient for socialization. The learned behavior becomes 
imprinted as an acceptable norm throughout life. The 
individual may think that nothing is wrong with being 
intoxicated even in the wake of a multitude of social 
problems that may result from drinking. These variables 
affect different individuals differently. Some children who 
are reared in families of alcoholics loathe the thought of 
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consuming alcohol. These are the children who are resilient 
and survivors despite severe obstacles. Peer pressure is an 
avenue in which exploratory substance use precedes abuse. 
Peer pressure and the social culture significantly influence 
an individual to use alcohol. Individuals consume alcohol 
socially as a coping mechanism, a mood elevator and to drown 
one's sorrows. Alcohol is a major problem that exists in 
society. Its' use is supported by society's social structure 
and endorsed as a medium of socialization. 
Everything to this point has suggested that treatment, 
in order to be successful, must focus on the conditions that 
influences or lead to the behavior of alcohol abuse. The 
conditions are the set of circumstances that exist in a 
particular situation, that are of some importance (Lofquist 
1983). The neighborhood conditions, conditions in the 
family, school conditions, organizational conditions and 
conditions in the work place are all part of the 
environmental climate that impact individual's behavior. It 
is important to develop insight about the importance of 
conditions. How they affect the people in them and how they 
can be changed are significant aspects of treatment and 
prevention. The benefit of focusing on conditions takes the 
individual out of the spotlight without reducing the need 
for them to become responsible for their own behavior. 
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Focusing on conditions reduces negative labeling of 
individuals and lessens the potential for resistance to the 
change being sought (Lofquist 1993). 
The focus on conditions encourages people to see 
themselves as resources for changing negative conditions to 
positive ones in specific ways. Focusing on conditions 
creates situations in which every person's perspective of 
those conditions can become important for understanding and 
changing them. For example, if is known that a particular 
population of people is sensitive to anxiety, have a family 
history of alcohol abuse and psychosocial or environmental 
stressors that exacerbate a person's anxiety. It is 
reasonable to assume that those individuals have pre¬ 
existing risk factors and that they are predisposed to 
alcohol abuse. Some individuals who have a positive 
expectancy that alcohol can reduce the noxious effects of 
anxiety use alcohol to cope with their problems. What is the 
most appropriate way to treat that individual? There are 
several conditions operating in this situation. The most 
effective approach to treatment is to treat the conditions 
that led to the drinking behavior and not to solely focus on 
the behavior or the individual alone. 
Millon, T. et al. (1999) suggests that individuals high 
in anxiety sensitivity are at risk of abuse of alcohol and 
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other anxiolytics. Low self-esteem is an indicator of 
depression and a risk factor linked to alcohol abuse. 
Individuals who feel alienated (e.g., excluded from 
interpersonal relationships, peer groups, and social 
structures) develop a sense of estrangement that leads to 
depression, alcohol abuse, aggression and self-harm. 
Unfortunately, many individuals report feelings of 
depression, loneliness and isolation prior to taking that 
first drink of alcohol in an attempt to reduce their 
anxiety. While reducing the person's initial anxiety, 
alcohol lowers inhibitions (e.g., a person's ability to 
modulate inappropriate impulses), allowing the person to 
respond to external stimuli impulsively, without regard to 
consequences American Psychiatric Association Diagnostic and 
statistical manual of mental disorders 4th ed. (1994). 
Individuals have an innate drive to attain pleasurable 
experiences from environmental and social relationships but it 
is through social learning, modeling and parental admonitions 
that individuals learn how to control and monitor the 
appropriateness of those experiences DSM-IV (1994). 
In the brain, alcohol reduces the transfer of impulses 
temporarily between neurons. The inability to transfer 
information causes a portion of the brain to be impaired 
(e.g., the cerebrum). This is the area of the brain that is 
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important in sensory perception (e.g., judgment of external 
stimuli) filtering stimuli and correcting distortions of 
reality. When the cerebrum is impaired, the limbic system is 
in control. The limbic system operates on the pleasure 
principle (e.g., self-gratification of basic needs). 
The combination of a lack of social learning, parental 
admonitions, and social interest in alcohol use create 
conditions that are difficult for many individual to abstain 
continuously from alcohol use. Alcohol is a depressant drug. 
If alcohol is consumed by individuals who are socially 
irresponsible this may cause that person to have impairment 
in judgment. It is fair to say that an individual who has 
pre-existing social/emotional issues and problems should not 
have access to alcohol. 
Many individuals report a family history of alcohol abuse 
and that his/her first drink began in pre-adolescence or 
during puberty. This leads to a problem of the introducing a 
depressant drug unregulated by dosage to an underdeveloped 
brain. Alcohol is the cause of major medical and psychological 
problems in later life. Those major medical and psychological 
problems pose a tremendous burden to the individual, his/her 
family, society, insurance providers, governmental entities 
and tax paying citizens. 
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The problem with alcohol abuse is triangular in focus. 
It is genetic, psychosocial and environmental. Individuals 
respond poorly to treatment when a comprehensive approach is 
not utilized. Treatment in the absence of a comprehensive 
approach is a disservice to the individual and to society. 
The correct approach to treatment may begin with treating 
the triggers of the behavior as defined by the individual's 
problem hierarchy. For example, the individual may describe 
multiple social and emotional problems as the cause or basis 
of their anxiety and as a result led them to the use of 
alcohol. If the individual's psychosocial stressors aren't 
addressed from his or her perspective, treatment may be less 
successful. 
Therefore, successful treatment of alcohol abuse may 
include addressing the psychosocial stressors, emotional 
traumas and remotely repressed experiences. These 
experiences evoke anxiety and cause individuals to develop 
low expectations of life. The alcohol abuser's individual 
problems are manifested in his or her behavior. The alcohol 
abuser use alcohol to medicate their emotional pain and to 
reduce the noxious effects of anxiety. The anxiety reduction 
effect of the alcohol is short, as long as one drinks one 
feels good or feels life is really worth living. When the 
drug has been eliminated from the body the cerebrum is again 
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activated, judgment returns, and those problems that the 
individual had prior to drinking are still a source of 
anxiety, but with a new twist of added guilt due to the 
socially unacceptable behaviors that occur while under the 
influence of alcohol. Alcohol abusers create other social, 
emotional and environmental problems for themselves. This 
evokes the cycle of abstinence-to-relapse. It is a difficult 
cycle to break when treatment does not take a holistic 
approach. A comprehensive holistic treatment program will 
cost considerably more to operate than the most expensive 
programs in present existence, but when compared to the 
financial impact that alcohol abuse has on society in both 
human and economic cost the comparison is small. 
Purpose of the Study 
Specific Problem to be Studied 
This research paper assessed the triggers related to 
alcohol abuse based on the client's perception as a measure 
of scored symptom levels. The clients received a self- 
administrated anxiety, alcohol abuse and depression scale to 
measure the symptom severity. This project assessed 
symptoms to determine, according to the client's perception, 
if their needs received adequate attention or resolution 
during treatment. In assessing the severity of alcohol- 
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related pathology and comorbidity factors, this study 
collected data on three dimensions of alcohol use: 1. Levels 
of anxiety, 2. Levels of depression, and 3. Levels of 
alcohol abuse. The reason for measuring the levels of the 
comorbid factors with alcohol abuse is the possibility that 
the comorbid factors pre-date the abuse of alcohol. 
Many alcohol treatment programs attest to the fact that 
if a client has a relapse after treatment then the client 
was most likely not motivated to abstain. This study 
assessed the pre-test levels of anxiety, depression and 
alcohol abuse prior to treatment of the client. The high 
levels of anxiety, depression and alcohol abuse prior to 
treatment, indicates the severity of the psychosocial 
stressors (e.g., financial problems, unemployment and 
relational problems) experienced by the client. The post¬ 
test measures of anxiety, depression and alcohol abuse 
indicated the client's perception of the impact that the 
substance abuse program had on the identified problems of 
anxiety, depression and alcohol abuse. The pre-test and 
post-test scores were compared to determine if there were 
significant levels of individual reductions in anxiety, 
depression and alcohol abuse subsequent to treatment. 
This project attempted to shift the focus of the 
success of treatment away from the idea of the client's 
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motivation and provides program clinicians with information 
that addressed the question of the triggering mechanisms 
involved in alcohol abuse (e.g., anxiety and depression). 
Anxiety and depression cause noxious physiological and 
psychological symptoms that the individuals attempt to 
resolve by self-medicating with alcohol. The focus of 
treatment should be geared to reduce the anxiety and 
depressive symptoms, and the causes of those symptoms by 
either eliminating the stressor, teaching different coping 
mechanisms or by changing an individual's belief, perception 
and judgment of his/her life circumstance. This is the key 
in having a positive impact on the individual and may reduce 
the occurrences of relapse. When the individual perceives 
that the conditions, which have negatively affected his/her 
life are resolved, only then will clinicians realize a 
decline in relapse and recidivism. 
This study provided clinicians with appropriate data 
that affords them the capacity to focus on the behavior of 
the individual and the etiology of the behavior. 
Implementation and evaluation of the new treatment modality 
may influence policies addressing the treatment of alcohol 
abuse. Improvements in the success of treatment may be 
directly related to the adoption by legislative entities for 
the appropriation and allocation of funds for program 
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development. Programs will have documented success rates 
based on evaluations, capturing the attention of insurance 
providers, Medicaid and Medicare administrators, the medical 
community, the legal system and society in general, the 
benefits of the reduction in human and economic cost which 
resulted from alcohol abuse and past treatment failures. 
Knowledge augmented with the appropriate financial 
resources will allow clinicians to positively influence 
change in treatment modalities fostering accountability and 
responsibility in the successful treatment of alcohol abuse. 
The Null Hypothesis 
There is a significant relationship between, anxiety, 
depression, alcohol abuse and alcohol relapse with the 
effectiveness of current treatment modalities. 
Definition of Terms 
Definition of Alcohol Abuse 
The use of alcohol despite the knowledge that continued 
consumption poses significant social and interpersonal 
problems. 
Definition of Anxiety 
Anxiety interferes with one's ability to attain self- 
control. The category of Anxiety Disorders includes 
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diagnoses of Panic Disorder, and Generalized Anxiety (e.g., 
social anxiety). 
Definition of Depression 
Depression is a common human experience. Many people at 
some time in their life experience depression. The most 
dramatic sign is a lack of pleasure in normally pleasing 
life activities and feeling fatigued. 
Definition of Relapse 
Relapse is defined as the ingestion of an alcoholic 
beverage subsequent to treatment for alcohol abuse or 
treatment for behaviors and emotional problems involving the 
use of alcohol. 
Definition of Alcoholism 
Alcoholism is defined as the repetitive consumption of 
alcohol without the ability consistently to control the 
occasion or the amount of drinking, resulting in physical or 
psychosocial harm to the drinker DSM-IV (1994). 
Importance of the Study 
This study is important because over the years there 
has been much debate about the appropriate length of acute 
treatment for alcohol problem. In the United States, the 
lengthy and costly treatment programs of only a few years 
ago have been supplanted by ever shorter and less protocols 
with little evidence that this trend will end soon. This 
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study proposes that because of the chronic, recurrent nature 
of alcohol problems, an optimal focus for delivering 
treatment services to alcohol abuser is necessary. 
The focus should be directed and concentrated on the 
psychosocial problems that trigger the abuse of alcohol. The 
problem of the alcohol abuser is not the alcohol but the 
negative view that one has of his/her life and the 
individual's perception of their lack of power and control. 
Alcohol abuse is a symptom of a major problem in ones life 
and the lack of their ability to effectively resolve those 
issues. 
The central features of these disorders include 
anxiety, fear, emotional distress, self-defeating cognitive 
and behavioral rituals, distressing physical symptoms evoked 
by intense distress, body tension, sleep and appetite 
disturbance, feeling out of control and experiencing 
difficulty effectively coping. The focus of this study is to 
identify social anxiety. This is a disorder that is more 
generalized than the specific anxiety disorders (e.g., panic 
disorders, obsessive compulsive disorders and post-traumatic 
stress disorder). Social anxiety is under diagnosed but 
plays a role in triggering alcohol abuse. Individuals who 
experience social anxiety have feelings of isolation, 
disaffiliation, feeling of being an outsider and feelings of 
being different. Individuals with social anxiety 
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have unrealistic fears of embarrassment, fears of being judged 
harshly by others and a fear of making a fool of themselves. 
These individuals would not participate in activities, are low 
achievers and become burdens economically on society. 
Approximately 13 percent of people are diagnosed with 
social anxiety and it is the third most common diagnosis 
behind depression and substance abuse. 
One thing all anxiety disorders share is the behavioral 
and emotional manifestation of avoidance. These individuals 
experience thoughts, beliefs and internal dialogue (self¬ 
talk) that perpetuate a cycle of emotional distress. The 
person wants to participate but they experience fears, 
cognitive distortions and emotional distress that escalate 
and eventually lead to avoidance in order to escape the 
distress. In other words, their functional performance is 
compromised by their interpretation, distorted thoughts and 
negative self-talk as it pertains to relational and 
environmental interaction (Johnson 1997). 
Depression is a disturbance in mood and affect. Many 
people's experience of depression does not interfere with 
their daily activities. People go on doing the things they 
have to do but they must push themselves. 
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When the level of depression becomes severe and does 
interfere with a person's ability to follow through on their 
daily activities it is called major depression. The 
difference between normal depression (e.g., the blues) and 
major depression is that symptoms are more severe, last 
longer and impair the individual's ability to function. What 
used to be satisfying to an individual becomes frustrating 
or tedious. Individuals may withdraw from people, isolate 
themselves, avoid people, avoid situations, experience 
negative thinking, experience hopelessness, feel overwhelmed 
and experience disturbances of appetite and sleep. 
Individuals may feel that they are a prisoner of 
his/her state of emotions and fear or believe that it will 
never end. Some people with major depression experience 
suicidal ideation of death wishes (e.g., where they wish 
something would happen to them so they would not have to 
live with the struggle any longer but may not actively think 
about taking their own lives). 
Causes of Depression 
1. Environmental or situational factors - The depression is 
triggered by the stress of changes or losses such as 
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losing a job, divorce or death of a family member or 
friend. 
2. Biological factors - There are chemicals in the brain 
called neurotransmitters that communicate messages 
between the nerve cells of the brain. 
If there is an imbalance in these brainchemicals 
Individuals may have changes in thoughts, behaviors and 
emotions. 
3. Other biological relationships to depression - could be 
hypothyroidism, medications, chronic pain or 
other medical illness and long-term experience of stress 
with components of hopelessness. 
4. Genetic factors - There appears to be a relationship 
between mood disorders with family history of depression. 
This suggests that if there are family members who have 
depression there may be a predisposition to having 
depression. Approximately 25% of people who experience 
depression have a relative with some form of depressive 
illness (Johnson 1997). 
Symptoms of Relapse 
1. Exhaustion - Becoming overly tired, not following 
through on self-care behaviors (e.g., rest, good 
nutrition and regular exercise, (Johnson 1997). 
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2. Dishonesty - Patterns of small unnecessary lies 
with friends, family, socially and at work. This is 
followed by rationalization and avoidance of working on the 
program. 
3. Impatience - Things are not happening fast enough, others 
are not doing or thinking properly. 
4. Argumentative - Arguing over small insignificant points 
that indicate a need to be right. This is sometimes seen 
as developing an excuse to drink. 
5. Depression - Overwhelming and unaccountable despair may 
occur in cycles. 
6. Frustration - Things may not be going in the way one 
perceives it should. 
7. Self-Pity - Feeling like a victim, refusing to 
acknowledge one's choices and responsibility for one's 
life and the quality of life. 
8. Cockiness - Compulsive behavior putting oneself 
in situations where there are temptations to prove that no 
problem exists. 
9. Complacency - Non-compliance with the program failing the 
commitment. More relapse occurs when things are going 
fine than not. 
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10. Expecting Too Much From Others - Individual change senses 
that others should also change. 
11. Letting Up On Discipline - Daily inventory, positive 
affirmations, 12-step meetings, therapy, meditation and 
prayer. 
12. The Use Of Mood-Altering Chemicals - Individual may feel 
the need to get away from things by drinking and thinking 
one drink would not develop into abuse (Johnson 1997). 
Social Impact of the Problem 
The glamorization, legalization, indoctrination, social 
acceptability and illusions that alcohol projects in every 
aspect of our social interactions, leave no wonder how 
drastically alcohol use impacts our lives in the workplace, 
home, school, and in recreational activities. 
The introduction of alcohol into our lives comes 
usually through social learning. Children observe the 
behaviors of their parents, neighbors, uncles, aunts and 
significant others and rationalize the observed behavior as 
acceptable. Children store the observed behavior 
unconsciously and model the learned behavior when social 
conditions become appropriate for the situation. 
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During adolescence, peer pressure is an appropriate 
social interaction that opens the opportunity to the use of 
alcohol. Adolescence is a critical time in which the child 
finds his/her sense of belonging and their niche. The 
importance of this period to the adolescent is attained 
through the development of a sense of confidence, 
competence, positive self-esteem and positive self-worth. 
The adolescents receive confirmation of their self-worth 
through peer acceptance. 
In many respects, regardless of the pre-adolescent's 
social learning (e.g., values, beliefs, morals and religious 
philosophies) instilled by the parents and in the absence of 
alcohol use by parents and significant others peer pressure 
may influence the adolescent toward alcohol use. 
Once the adolescent makes the decision to use alcohol, 
it may impact him/her for a lifetime. Often, when the 
adolescent drinks there are be biological, prevailing social 
and antecedent circumstances that are barriers to abstinence 
and facilitates relapse. These biopsychosocial conditions 
lead the individual through a life long use of alcohol. This 
includes all of the biological and social factors that cause 
illness, medical complications, crime, accidents and 
deterioration of the family. 
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Clinical Observations 
Generally, in discussing issues of alcohol use with 
individuals who have formally participated in some form of 
an alcohol treatment program the common theme that they 
associate with a relapse is escape and control. Escape from 
the pain and misery that the individuals believe encompasses 
his/her lives. The individual report little hope for a 
better future and a lack of control over issues that cause 
emotional pain. 
Many adult abusers of alcohol report that they began 
experimenting with alcohol at an early age. Some individuals 
report a family history of alcohol abuse by their parents or 
other significant caregiver that resulted in a form of 
indoctrination to a pattern of behavior that became a 
socially acceptable activity. During adolescence and onto 
adulthood persons with family histories of alcohol abuse 
tend to be easily subjected to overuse of alcohol in social 
interactions and during times of increased emotional stress. 
Alcohol in many cases is used to increase a person's 
competence in social activities (e.g., dating, sexual 
activities, recreational activities and relaxation). The 
other side of the coin is the problem drinker, who drinks as 
a result of poor social interactions (e.g., unemployment, 
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death, financial problems, and interpersonal relationship 
problems) and who has poor expectations and views life as 
disappointing. In order to cope with the emotional pain the 
person uses alcohol. Both social and problem drinkers 
present a significant impact on the community, both in human 
suffering and financial cost. 
In some cultures, alcohol is the most frequently used 
brain depressant and a cause of considerable morbidity and 
mortality DSM-IV (1994). 
In some point in life, as many as 90 percent of the 
adults in the United States have had some experience with 
alcohol, and a substantial number (60 percent of males and 
30 percent of females) have had one or more alcohol-related 
adverse life events (e.g., driving after consuming too much 
alcohol, missing school or work due to a hangover). 
Fortunately, many individuals learn from these experiences 
to moderate their drinking and do not develop alcohol abuse 
or dependence DSM-IV (1994). 
Physiological dependence on alcohol is indicated by 
evidence of tolerance or symptoms of withdrawal DSM-IV 
(1994). Withdrawal is characterized by the development of 
withdrawal symptoms 12 hours or so after the reduction of 
intake following prolonged, heavy alcohol ingestion. Because 
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withdrawal from alcohol can be unpleasant and intense, 
individuals with alcohol dependence may continue to consume 
alcohol, despite adverse consequences, often to avoid or to 
relieve the symptoms of withdrawal DSM-IV (1994). 
A substantial minority of individuals who have alcohol 
dependence never experience clinically relevant levels of 
alcohol withdrawal and only about 5 percent of individuals 
with alcohol dependence ever experience severe complications 
of withdrawal (e.g., delirium or grand mal seizures), DSM IV 
(1994) . 
Once a pattern of compulsive use develops, individuals 
with dependence may devote substantial periods of time 
obtaining and consuming alcoholic beverages, DSM-IV (1994). 
These individuals often continue to use alcohol despite 
evidence of adverse psychological or physical consequences 
(e.g., depression, blackouts, liver disease, or other 
sequelae) . 
School and job performance may suffer either from the 
after effects of drinking or from actual intoxication on the 
job or at school. Childcare or household responsibilities 
may be neglected and alcohol-related absences may occur from 
school or work. Alcohol may be used in physically hazardous 
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circumstances (e.g., driving an automobile or operating 
machinery while drunk). Legal difficulties may arise because 
of alcohol use (e.g., arrest for intoxicated behavior or for 
driving under the influence). Individuals with alcohol abuse 
may continue to consume alcohol despite the knowledge that 
continued consumption poses significant social or 
interpersonal problems for them (e.g., violent arguments 
with a spouse while intoxicated, child abuse). When these 
problems are accompanied by evidence of tolerance, 
withdrawal or compulsive behavior related to alcohol the 
individual is considered alcohol dependent, DSM-IV (1994). 
The essential feature of alcohol intoxication is the 
presence of clinically significant maladaptive behavior or 
psychological changes (e.g., inappropriate sexual or 
aggressive behavior, mood liability, impaired judgment, 
impaired social or occupational functioning) that developed 
during or shortly after the ingestion of alcohol. These 
changes are accompanied by evidence of slurred speech, 
in-coordination, unsteady gait, nystagmus, impairment in 
attention or memory or stupor or coma. The resulting picture 
is similar to what is observed during benzodiazepine or 
barbiturate intoxication. The levels of in-coordination can 
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interfere with driving abilities and with performing usual 
activities to the point of causing accidents DSM-IV (1994). 
Evidence of alcohol use can be obtained by smelling 
alcohol on the individual's breath, eliciting a history from 
the individual or another observer, and when needed having 
individuals undertake breath, blood or urine toxicology 
analyses (DSM-IV, 1994). 
The essential feature of alcohol withdrawal is the 
presence of a characteristic withdrawal syndrome that 
develops after the cessation of (or reduction in) heavy and 
prolonged alcohol use. The withdrawal syndromes include two 
or more of the following symptoms: autonomic hyperactivity 
(e.g., sweating or a pulse rate greater than 100). In 
addition to, increased hand tremor, insomnia, nausea, 
vomiting, transient visual, tactile or auditory 
hallucinations or illusions, psychomotor agitation, anxiety 
and grand mal seizures, DSM-IV (1994). These symptoms cause 
significant distress or impairment in social, occupational, 
or other important areas of functioning. The withdrawal 
symptoms are usually relieved by administering alcohol or 
another brain depressants, DSM-IV (1994). The withdrawal 
symptoms typically begin when blood concentrations of 
alcohol decline sharply (i.e., within 4-12 hours) after 
alcohol use has been stopped or reduced. Withdrawal symptoms 
can develop after long periods of time (i.e., for up to a 
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few days). Due to the short half-life of alcohol, symptoms 
of alcohol withdrawal usually peak in intensity during the 
second day of abstinence and are likely to improve markedly 
by the fourth or fifth day. Following acute withdrawal, 
however symptoms of anxiety, insomnia and autonomic 
dysfunction may persist for up to 3-6 months at lower levels 
of intensity. Fewer than 5 percent of individuals who 
develop alcohol withdrawal have dramatic symptoms (e.g., 
severe autonomic hyperactivity, tremors and alcohol 
withdrawal delirium), DSM-IV (1994). Grand mal seizures 
occur in fewer than 3 percent of individuals. Alcohol 
withdrawal delirium includes disturbances in consciousness 
and cognition and visual, tactile or auditory hallucinations 
(delirium tremens or DT's). When alcohol withdrawal delirium 
develops, it is likely that a clinically relevant general 
medical condition may be present (e.g., liver failure 
pneumonia, gastrointestinal bleeding, sequelae of the head 
trauma, hypoglycemia, an electrolyte imbalance or 
postoperative status). 
Alcohol dependence and abuse are often associated with 
dependence on or abuse of other substances (e.g., cannabis; 
cocaine; heroin; amphetamines; sedatives, hypnotics and 
anxiolytics; and nicotine). Alcohol may be used to alleviate 
the unwanted effects of these other substances or to 
substitute for them when they are not available. Symptoms of 
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depression, anxiety and insomnia frequently accompany 
alcohol dependence and sometimes precede it. Alcohol 
intoxication is sometimes associated with amnesia for the 
events that occurred during the course of the intoxication 
(blackouts). 
This phenomenon may be related to the presence of a 
high blood alcohol level and the rapid rate in which it was 
reached. Alcohol related disorders are associated with a 
significant increase in the risk of accidents, violence and 
suicide. It is estimated that approximately one-half of all 
highway fatalities involve either a driver or a pedestrian 
who has been drinking. Severe alcohol intoxication, 
especially in individuals with antisocial personality 
disorder, is associated with the commission of criminal 
acts, DSM-IV (1994). 
More than one half of the murderers and their victims 
are believed to have been intoxicated with alcohol at the 
time of the murder. Severe alcohol intoxication also 
contributes to disinhibition and feelings of sadness and 
irritability, which contributes to suicide attempts and 
completed suicides. 
Alcohol related disorders contribute to absenteeism 
from work, job-related accidents and low employee 
productivity. Alcohol abuse and dependence with abuse and 
dependence of other substances are prevalent among homeless 
31 
individuals in the United States. Mood disorders, anxiety 
disorders and schizophrenia may also be associated with 
alcohol dependence. Although antisocial personality disorder 
is associated with alcohol related disorders, they are even 
more common with disorders related to illegal substances 
(e.g., cocaine, heroin or amphetamines) whose cost commonly 
lead to criminal activity DSM-IV (1994). 
Alcohol Use and Addiction 
A great number of adult Americans drink alcoholic 
beverages and approximately, 10 million of them suffer from 
alcoholism. There has never been a universally accepted 
definition of the disease. 
In the (Encyclopedia of Social Work 18TH ed. 1991), the 
diagnosis of alcoholism is most appropriately based on 
physical symptoms of addiction and on behavioral symptoms of 
loss of control. In the DSM-IV (1994) alcoholism is defined 
as the repetitive consumption of alcohol without the ability 
consistently to control the occasion or the amount of 
drinking, resulting in physical or psychosocial harm to the 
drinker DSM-IV (1994). 
Epidemiology 
A national survey of alcohol consumption conducted in 
1982 by the (National Institute of Health 1982) consisted of 
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personal interviews with more than 5,000 randomly selected 
respondents from the household population of the contiguous 
United States. This survey found that for all age groups, 
the use of alcohol was significantly less prevalent than it 
had been in 1979. The past month's use of alcohol was 
reported by 27 percent of youth aged 12-17, 68 percent of 
young adults aged 18-25, and 57 percent of adults over 25. 
11 percent of the older adult and 7 percent of younger 
adults reported current daily alcohol use NIH (1982). The 
data on the correlates of heavy drinking provided by the 
1979 national survey of adult alcohol consumption the U.S. 
(National Institute on Alcohol Abuse and Alcoholism 1981) 
indicated that drinking patterns differed by sex, religious 
affiliations, education and income. Twenty percent of male 
drinkers and 10 percent of female drinkers reported 
experiencing some symptom of alcohol dependence in the year 
prior to the survey. Jews evidenced low-to-moderate rates of 
alcohol dependence, or addiction. Roman Catholics, 
Protestants and those with no religious affiliation 
indicated relatively high proportion of heavy drinkers 
defined in the 1979 survey, as those who sometimes drink 
five or more drinks per occasion and who drink on at least 
ten occasions per month. 
The proportion of abstainers was high among the 
fundamentalist Protestant groups but among those in this 
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category who did drink, the rate of alcohol dependence was 
quite high NIAAA (1981). 
The proportion of heavy drinkers increased with 
education among men but there was no difference for either 
sex in alcohol dependence between the lower and higher 
educational categories. Higher income was related to the 
amount of drinking only with regard to the number of 
abstainers that decreased with income: the survey showed no 
relationship between heavy drinking and income for either 
sex. 
Adolescents 
Although 70 percent of high school seniors consume 
alcohol at least occasionally, adolescents only rarely 
evidence physical dependence on alcohol DSM-IV (1994). Thus, 
it is not appropriate to apply adult alcoholism to children. 
Among the most significant antecedents of adolescent alcohol 
use are peer pressure, parental drinking approval, a 
predisposition toward non-conformity, independence, poor 
academic performance and engaging in minor delinquent acts. 
There is a growing consensus that prevention programs offer 
the most promising method of reducing adolescent alcohol use. 
Unfortunately, most treatment programs are not adapted to 
the special needs of adolescent's developmental issues, such 
as the importance of peers, education needs and the greater 
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prevalence of poly-drug use. There are few guidelines for 
providing the best treatment approach for each client. 
Elderly 
A significant number of the elderly are alcoholics, 
current estimates range from 2 percent to 10 percent of the 
general elderly population (Encyclopedia of Social Work 
1991). The rates are higher among widowers, those who are 
single, and those living in skid row areas. Alcoholism in 
the elderly population is generally characterized as a 
coping response to the stresses of aging (a late onset) or 
as a lifelong pattern of dependency (an early onset). The 
treatment prognosis is good for older alcoholics, 
particularly for those with a late onset. Treatment may be 
more effective when delivered through facilities that 
utilize a multi-disciplinary team to serve the aged. 
Alcoholism can be a significant complicating factor in the 
physical and psychosocial problems of the elderly, although 
it is unfortunately under-diagnosed, (Encyclopedia of Social 
Work 1991). 
Women 
The differences between alcoholic women and men are 
relevant to both diagnosis and treatment. Women generally 
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report a later onset of heavy drinking than men but enter 
treatment at an earlier age. Women are more likely to link 
to alcohol abuse by a specific life crisis and are more 
likely to develop alcoholism. This is usually due to a 
secondary affective disorder. Women more often report family 
disruptions and losses and have more guilt and lower self¬ 
esteem than alcoholic men. Women report high rates of sexual 
and reproductive disorders before and after the onset of 
alcoholism. 
Ethnic Minorities 
Of all racial groups, American Indians are the most 
seriously affected by alcohol problems. Alcoholism is 
implicated in the three leading causes of death among 
American Indians: cirrhosis of the liver, suicide and 
homicide. A breakdown of the traditional group's customs 
plays a major role in etiology of alcohol abuse. 
Most native-orientated treatment programs emphasize 
native customs and culture. 
Black American male drinking patterns are similar to 
white males but black women are more likely to be heavier 
drinkers than white women. Black males tend to be group 
drinkers unlike their white counterparts. Blacks suffer more 
violent consequences of alcohol use and tend to be younger 
than white alcoholics. Blacks are less likely to utilize 
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treatment facilities than whites but, when admitted to 
hospitals, show stronger motivation for treatment. 
Unfortunately, there are relatively few facilities engaged 
in outreach and treatment in the Black community. 
The Hispanic population of the United States comprises a 
number of subgroups but most of the alcohol research has 
focused on Mexican Americans. The research indicates that 
alcoholism for Hispanic males is disproportionate to the 
general population and second only to the American Indian. 
Interestingly, a large portion of Hispanic women and 
youth abstain than is true for the general population. 
Hispanics underutilize available alcoholism services, which 
often fail to address language and cultural differences, 
(Encyclopedia of Social Work 1991). 
Asian Americans, like Hispanics, comprise several 
subgroups, and relatively little is known about their use of 
alcohol. Their present rate of alcoholism is low, but some 
researchers predict that the rates of alcoholism will 
increase in a response to urbanization, cultural conflicts, 
and changes in family structure. Asian Americans tend to 
underutilize mental health services in general and it is 
likely that prevention programs are most appropriate for 
this group. 
37 
Westermeyer, (1982) reviewed alcoholism services for 
ethnic populations and concluded that ethnic bias was most 
evident in access to treatment; that is, poor minorities 
were admitted to treatment less frequently than was 
epidemiologically warranted. Although ethnically, orientated 
programs have been proven more effective in facilitating 
treatment, there is at this time no evidence that these 
programs have outcomes superior to those without an ethnic 
emphasis, (Encyclopedia of Social Work 1991). 
Alcohol Use and Violence 
Alcohol use is found in many cases of domestic 
violence, automobile accidents, assaults, robberies, rapes 
and other categories of non-violent crimes. 
Chemical Effects of Alcohol 
The biological effect of alcohol stimulates the brain 
to release dopamine, which is a chemical similar to a 
narcotic drug named morphine. The drugs' effect on the 
brain causes cells to switch off by blocking the signals 
transmitted across cells to the cerebral cortex, which is 
the center for reasoning and logical thinking. Alcohol dulls 
the controls of the ego and superego leaving the id in 
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control. The limbic center of the brain becomes the center 
of control, therefore the basic needs and drives are seeking 
gratification, thereby lowering inhibitions to achieve 
pleasure and heightening the senses of aggression. 
Alcohol abuse poses a financial burden on the community 
by exhausting the limited resources available to address the 
multiple needs of the abusers and the damage the abuser has 
caused to others in physical, emotional and property losses. 
Problems in Current Treatment 
A major concern is the frequent use of the emergency 
room by substance abusers seeking treatment, limited access 
to treatment programs, ethnic bias associated with access to 
treatment and the lack of individualized treatment plans to 
address the specific needs of each client. 
Local Problems 
In Louisiana, the legal drinking age was eighteen for many 
years. It took a threat from the federal government to 
withhold funding of highway improvements to convince the state 
legislature to increase the drinking age to its present age- 
limit of twenty-one. Eighteen-year-olds can enter an 
establishment that sells alcohol but it is illegal for them to 
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consume alcohol. This makes a mockery of the legal system in 
that it is impossible to enforce the law of no consumption of 
alcohol for those 18 and under. 
The acceptance of alcohol as part of the culture in New 
Orleans is evident by the numerous package liquor stores 
located in almost every commercial and residential 
neighborhood. Many stay open twenty-four hours a day. 
Complicating matters, is that the city is plagued with 
an under staffed police force and a poorly funded public 
education system. The city of New Orleans and the parish of 
Jefferson are lacking in available or adequate employment 
opportunities and there is little effort evident in the 
cities attracting major corporations as a way to boost the 
economic development. 
The Louisiana Public Educational System ranks as one of 
the lowest in the country based on national standardized test 
scores. The teachers' pay ranks as one of the lowest in the 
nation. 
The City of New Orleans and the Parish of Jefferson's 
economies depend heavily on tourism. Many of the jobs in the 
area are service oriented. Salaries in these jobs pay minimal 
wage, which is usually not enough income to adequately support 
a family. Many major corporations choose not to relocate to 
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Louisiana, citing the poor educational system, high taxes and 
turbulent politics. These conditions allow for very few 
opportunities for individuals to attain gainful employment. 
The environmental conditions that exist in Orleans and 
Jefferson Parish stifle innovation and imaginative thinking in 
the youth. Some of the adolescents and young adults, due to 
frustration, lack hope, and have a poor outlook on the future. 
They search for immediate gratification (e.g., pleasure to 
satisfy immediate needs) escape reality through alcohol use, 
which leads to abuse and dependency. This behavior is in 
response to their unemployment, underemployment and poverty. 
This leads to other social problems such as spousal 
abuse, teen parenting, prostitution, robbery, murder, assault, 
child abuse, child neglect motor vehicle accidents and medical 
problems. These problems impact the community by placing a 
disproportionate number of ethnic minorities, black males and 
increasing numbers of females in prison and deaths from 
alcohol related illness and injuries. There is a very high 
number that ends up dependent on alcohol. 
Alcohol abuse is a major social problem that manifests 
into a cycle of abuse and a feeder system for the criminal 
justice system, alcohol treatment programs and the medical 
community. 
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This multifaceted problem leads to the question, "What 
should society do about this problem?" First, society must 
recognize that a problem exists then define the problem. 
Political Influence 
A social problem is defined when influential people 
realize that there is a major difference in what society 
values and what actual living conditions exist. According to 
Gil, (1973) social welfare policies are heavily influenced 
by the dominant societies beliefs, values, ideologies, 
customs and traditions. These basic philosophies are shaped 
and guarded by cultural and political elites, and are 
recruited mainly from the powerful and privileged. 
The problem of alcohol abuse is in the lack of available 
programs. Effective individualized treatment is accessible to 
few individuals. This difference in access for the affluent 
and the middle class negatively impacts success of abstinence 
for the economically deprived but numbers in the middle class 
is narrowing the gap in terms of alcohol abusers. 
The alcohol abuse problem in New Orleans and Jefferson 
Parish disproportionately affects African Americans, women 
and the poor. The issues relating to the impact of alcohol 
abuse are that it is rarely publicized as a problem in the 
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middle class community. This denial of reality creates a 
lack of social consciousness of the affluent, alienating the 
poor and the middle-class from the cultural elites. In the 
political arena, politicians deny that alcoholism has a 
significant impact in the community. 
The suggestion is that people who are in power and 
control do not view alcohol abuse as a problem among their 
population. If the rich and upper middle-class are not 
affected by this problem, the assumption exists that there 
is no reason to develop treatment programs for such a small 
population of individuals, whose drinking behavior is 
controlled by their own self-direction and/or self¬ 
destructive behavior. Periodically, when the alcohol abuse 
problem does appear in the affluent community, there are 
financial resources mobilized and available to quickly 
remedy the immediate problem (e.g., Legislatures appropriate 
funds and laws governing alcohol distribution and 
consumption are enforced) but only until public interest 
diminishes. The mobilization of forces to combat the problem 
is short lived. 
The problem with alcohol abuse and the rippling effect 
it has on the community can be significantly reduced, if the 
powerful and affluent recognize the existence of alcoholism 
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in their communities. If the problem is seriously addressed 
in the environment of the affluent, then as many Republicans 
say, the corrective action will have a trickle-down effect 
in the communities of the poor and middle-class. 
Some individuals who have insurance or the ability to 
pay privately are eagerly welcomed by private hospitals, for 
alcohol detoxification and counseling. Rarely are they 
turned away but just as rare is the success of the treatment 
outcomes. 
If you are poor, without insurance or other means of 
paying for your treatment, the only way you may receive 
treatment in a public hospital is if the individual client 
presented to the emergency room with withdrawal symptoms or 
Delirium Tremens (DT's). In many cases the indigent 
individual does not have the option of voluntarily going to 
a hospital and requesting a place to dry out or (DETOX) with 
the outcome of his/her request being granted. If treatment 
is necessary in the absence of physiological symptoms, they, 
in many cases, will only receive fluids to re-hydrate and a 
combination of magnesium sulfate and vitamin B12. Once the 
treatment is complete and he or she is otherwise medically 
stable, the person is discharged with referrals to local 
community based social detoxification programs. 
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Detoxification or (DETOX) programs are of two types. 
The first is a medical detoxification program that is 
usually associated with a hospital or psychiatric facility. 
The program weans an individual who is experiencing 
withdrawal symptoms from the physiological effects of 
alcohol. Social Detoxification is available to those 
individuals who have a desire to stop drinking and have had 
previous medical detoxification and the individual is 
interested in cognitive, behavioral or other forms of 
counseling to remain abstinent from alcohol use. 
The medical detoxification program's length of stay is 
3-5 days. The social detoxification program's length of stay 
varies from seven to 30 days. Social detoxification programs 
provide supportive therapy and are usually accessed through 
state supported community-based substance abuse clinics. 
Some programs allow patients to walk-in without an 
appointment. Others programs place individuals on waiting 
lists. The critical barriers in accessing some social DETOX 
programs for the indigent clients are the hours of 
operation, available bed space, the lack in continuity of 




There are three other types of treatment modalities for 
individuals with alcohol and drug dependence: 1. Chemical 
dependency programs, 2. Intensive-outpatient-programs, 
and 3. Therapeutic communities. 
Chemical Dependency Programs 
Chemical dependency programs treat individuals who are 
dependent on drugs or alcohol in hospitals or psychiatric 
facilities. The length of a stay in this program is 21 to 28 
days. The patient receives chemical weaning from the 
physical effects of the drug or alcohol if withdrawal 
symptoms are present. Once the window of opportunity for 
DT's has been closed; the patient receives supportive 
counseling by participating in Alcoholics Anonymous or 
Narcotics Anonymous. When the length of a stay is over, the 
patient is discharged with follow-up referrals with little 
to no patient contact upon completion of the program. 
Intensive Outpatient Programs 
In Intensive Outpatient Therapy, individuals are 
usually referred from in-patient 'DETOX' programs or 
chemical dependency programs. The length of a stay in an 
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intensive outpatient program is usually six to nine months. 
The patients participate in group sessions, individual 
counseling, behavioral modification techniques and cognitive 
therapy. Some of the patients are given assistance through 
self-help employment programs and the client's urine is 
monitored weekly. The patients in this program are free to 
come and go as they please and sleep at their own residence. 
Therapeutic Community 
Another type of alcohol and drug dependence treatment 
modality is the therapeutic community. In a therapeutic 
community the length of stay is six to twenty-four months. 
Individuals are usually referred for placement by a social 
service agency in the community. The patient is assessed and 
evaluated through a screening process. Once the patient is 
accepted into the program, he/she must be willing to live 
on-site, participate in an in-house work program, attend all 
required group sessions, abstain from drugs and alcohol, 
give permission for random drug and alcohol screening and 
develop skills which will allow the individual to change 
his/her habitual past behaviors. 
The general concern with each of these programs is that 
they have varying levels of success if any success at all. 
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The perception in the community is that the programs do not 
work. The perception by the program operators is that their 
programs work but not for every individual. The federal 
grants that were once highly available have been drastically 
reduced in the area of treatment of alcohol abuse. 
Fiscal Policies 
Social Security at one time would treat alcohol and 
drug dependence as a qualifying disability but recently 
politicians felt that individuals were abusing the system 
and it became too costly on the Medicare System. 
The resulting outcome of the fiscal policy changes toward 
treatment effectively reduced the numbers of people who 
qualified for benefits under the old Social Security 
standards, abandoning the poor and disadvantaged who truly 
need the available treatment. 
Response to Fiscal Policies 
Many hospitals, in the past implemented detoxification 
programs, have since abandoned those efforts because they 
were costly and the hospitals were not being reimbursed for 
their services. The major state hospital "Charity Hospital 
of New Orleans", had stopped treating individuals who 
primarily come to the hospital to detoxify from alcohol or 
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drugs unless they have active withdrawal symptoms or if they 
have an associated psychiatric illness. East Jefferson 
Hospital closed its Chemical Dependency Unit several years 
ago. Charity Hospital recently opened a twelve-bed facility, 
which is too small to meet the demand for indigent and mid¬ 
income population. 
This program in addition to being small is very 
restrictive. The program adopted its placement criteria from 
the (American Society of Addiction Medicine Patient 
Placement Criteria for the Treatment of Substance-Related 
Disorders-Second Edition). 
The patient must be experiencing signs and symptoms of 
severe withdrawal, or there is evidence based on history of 
(substance intake, age, gender, previous withdrawal) that 
severe withdrawal is imminent. In the case of alcohol abuse, 
a patient must be withdrawing or requiring monitoring, and 
an infusion of intravenous medications. 
If the patient has a problem with alcohol or sedative- 
hypnotics and experiencing seizures, delirium tremens or 
severe persistent hallucinations, admission is appropriate. 
If the patient has a problem with sedative-hypnotics he/she 
has ingested sedative-hypnotics at more than therapeutic 
levels daily for more than four weeks and the patient has an 
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accompanying mental or physical disorder that is 
complicating withdrawal, then admission is appropriate. In 
the case of sedative hypnotics, where the patient has 
ingested sedative-hypnotics daily for at least 6 months, in 
combination with daily alcohol use or regular use of another 
mind-altering drug known to cause severe withdrawal then 
admission is appropriate. 
In the case of opiates, if the patient is expressing 
severe opiate withdrawal symptoms, that have not been 
stabilized or managed at a less intensive level of service, 
admission is appropriate. Patients who use stimulants, with 
intoxication or withdrawal signs and symptoms that require 
monitoring, admission is acceptable. Patients who use any 
substance where serious head injury or loss of consciousness 
with persistent mental status changes requiring close 
monitoring, admission is appropriate. In all substances, drug 
overdoses or intoxication that has compromised the patient's 
mental status, cardiac function or other vital functions, 
admission is appropriate. Treatment duration is 3 to 5 days 
with referrals to social detoxification programs. 
The following criteria, is used to determine patients 
who are not suitable for admission to the Detoxification Unit. 
1. Patients who are suicidal or homicidal, 2. Patients who 
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require a Physician's Emergency Certificate for admission, 3. 
Patients who are treated on a regular basis by a mental health 
clinic, 4. Pregnant females, 5. Patients requiring isolation, 
and 6. Patients requiring methadone detoxification. 
In cases where patients are treated in the emergency 
room, treatment is focused on detoxification and re¬ 
hydration of the patient. If there are no signs of 
withdrawal symptoms, the patient may be placed on some 
benzodiazepines as a caution against withdrawal symptoms. 
Prior to being discharged the patient is provided with a 
referral to seek additional support on his own in the 
community. 
In the case of patients with comorbidity (e.g., an 
accompanying psychiatric disorder) when the psychiatric 
symptoms aren't serious enough to warrant commitment to an 
inpatient facility and the patient is not homicidal, 
suicidal or gravely disabled, there is a 90 percent chance 
that the patient will be discharged to the community for 
services in which he or she must be motivated too follow-up 
with the brief discharge plan. 
Another major problem in accessing treatment is the 
hours of operation. For many community service 
organizations whose function is to provide social 
detoxification, time is limited. Their hours of operation 
are between 9:00 a.m. and 5:00 p.m., as in most businesses. 
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The typical indigent alcohol and drug dependent patient 
usually seeks help and assistance after the operational 
hours of most social detoxification-programs, intensive 
outpatient and therapeutic community programs. 
During the normal office hours of many community 
treatment programs, patients who seek emergency admission 
are usually placed on waiting lists, so their immediate 
needs are not addressed. When an opening becomes available 
the patients/clients in most cases are unavailable and/or 
cannot be located. Therefore, the opportunity for treatment 
passes. 
Chemical dependency programs are available 24 hours per 
day because they are usually based at hospitals with 
psychiatric facilities or at standalone psychiatric 
hospitals. 
Most are private-for-profit facilities. The problem is 
that these facilities are not accessible to the indigent 
patient because he/she must present with an ability to pay 
for services that can range from a $1,000.00 deposit and a 
total hospital bill of approximately $5,000.00 or more. When 
the client lacks insurance and there is no third party 
resource/source (e.g., Medicare or Medicaid), access to 
services is limited. 
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Ideologies Related to Fiscal Policy 
The conservative attitudes, values, philosophies and 
beliefs of the affluent have been a major influence on how 
social policies are formulated and implemented that affect 
the poor and indigent in our society. Since the Reagan 
years, executive administrations played a major role in the 
reduction of funding to hospitals, psychiatric facilities, 
and placing more funds in form of block grants for community 
programs. 
The problem with this allocation of resources is that 
the programs are fragmented and lack coordination and 
collaboration between agencies. Therefore, little 
standardization of services exists. The new policies were 
supposed to increase services but they only increased 
governmental bureaucracy. The results of the reduced funds 
to hospitals caused a rippling effect on how hospitals and 
other providers responded to the needs of people with 
alcohol and drug dependence. 
The change in philosophy and beliefs has affected how 
insurance companies' policies are applied to individuals 
with alcohol and drug abuse. 
No matter what type of Medical Plan an individual or a 
family has (e.g., a traditional indemnity plan, 
preferred-provider organization, health maintenance 
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organization or point-of-service plan), all have severe 
restrictions and limitations of service that apply to 
substance abuse. The prevailing conditions that have shaped 
the nation's response toward individuals with alcohol and 
drug dependence placed an untoward negative effect on the 
lives of those individuals and their families. 
Recent Events 
Case report one. 
February 24,1998 
The death of a truck driver in Kenner, Louisiana was the 
result of a 17-year-old, driving while intoxicated. The 17- 
year-old was recently sentenced to two years of home 
incarceration after his second arrest for DWI in Tangipahoa 
Parish, Louisiana. The victim of this tragedy was adjusting 
a load on his tractor-trailer around 9:30 A.M. on February 
21, 1998 at Loyola Avenue and Interstate Ten when, he was 
struck by the teenage driver. The authorities stated that 
the driver's blood alcohol level was (.138). He pleaded 
guilty to vehicular homicide on the Kenner, Louisiana 
charge. He received a seven year suspended prison sentence, 
placed on probation for five years after his home 
incarceration, ordered to give 200 hours of community 
service and was fined $1,500.00. He would not be allowed to 
drive for two-years, His driver's license was suspended 
prior to this incident. The driver was re-arrested in 
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Tangipahoa, Louisiana on April 4, 1998 for a (DWI) with the 
charge presently pending disposition. 
Case report two. 
February 10, 2000 
Friday, February 10th, two New Orleans Police Officers 
were making a routine traffic stop on Interstate 10, when 
they were struck from behind by an off-duty Gulfport, 
Mississippi Police Officer. The Officer was determined to be 
driving while he was intoxicated. His blood alcohol level 
was almost twice the legal limit. The officer worked in the 
Gulfport Mississippi (DWI) unit. The two New Orleans Police 
Officers remain in the hospital one in guarded and the other 
in serious condition. 
Case interview one. 
February 2, 2000 
A 34-year-old female presented to the Emergency room at 
East Jefferson Hospital. She complained of chronic alcohol 
abuse and binge drinking. She had an alcohol level of 
(.125). She stated that she drinks to relieve her emotional 
pain (e.g., relational problems with her family, spouse and 
children). She states that she knows when she has that first 
drink she would not stop until intoxicated but while she 
drinks her emotional pain is less severe. She was treated in 
the emergency room and was medically cleared to participate 
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in a social detoxification program but she refused the 
outpatient referral. She stated she was not ready to commit 
to a treatment program. 
Case interview two. 
February 9, 2000 
A 21-year-old female presented to the Emergency room at 
East Jefferson with a complaint of an assault. She was 
beaten severely by her boyfriend during an alcohol-drinking 
binge. She had bruising and contusions in the area of her 
face chest and neck. The patient's eyes were swollen shut 
and she had a blood alcohol level of (.325). She refused to 
file charges on her boyfriend due to fear of retaliation and 
she did not want any treatment other than a superficial 
medical examination. The patient was offered the opportunity 
of outpatient substance abuse treatment and to maintain 
contact with the social worker in the emergency department. 
The patient contacted the social worker three days later 
requesting help. The social worker assessed the patient at 
her home using The Beck Anxiety (BAS) and The Beck 
Depression Scale (BAD). She scored severe on the anxiety 
scale and moderate on the depression scale. The social 
worker administered the Short Substance Abuse Dependency 
scale (SSDD). The patient scored severe on the (SSDD). This 
is the first time that the patient sought help for her 
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drinking problem. She started drinking at age 12 and began 
to drink heavy at age 15. Alcohol use in the family is an 
acceptable norm, but the family members deny any addiction 
to alcohol. The social worker initially focused therapy on 
the etiology of the patient's anxiety and depression. The 
outcome revealed that the patient has a low self-worth, low 
self-esteem, and unrealized life expectations without a plan 
or objective to achieve her life goals. She does not feel 
that she is worthy of having someone in her life who is 
successful, so she is attracted to individuals who she views 
as troubled. The social worker focus of treatment was to 
change how the patient viewed and valued herself. The 
patient practiced self-talk while looking in the mirror 
every day for five days and she was instructed on the 
technigue of relaxation. In one week the patient had a 
positive view of herself and different beliefs on how 
difficult issues and circumstances affected her life. 
The opportunity presented for substance abuse treatment 
(SAT). The patient entered (SAT), she participated in a 
social substance abuse program for 30 days. Seven months 
after treatment she is alcohol free, employed, attending 
school and socializing with a new circle of friends.(see 
appendix). 
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Case interview three. 
February 15, 2000 
A 16-year-old female presented to the Emergency room at 
East Jefferson Hospital on February 15, 2000. She was found 
semiconscious, lying in the street. She had a blood alcohol 
level of (.279), she was treated with intravenous fluids, 
magnesium sulfate and vitamin B-12. She was treated and 
released to the custody of her parents and provided 
information to community-based substance abuse education 
programs. 
Case interview four. 
September 7,2000 
A 46-year-old female presented to the Emergency room 
with a complaint of marital and financial problems. She 
admits to consuming large amounts of alcohol to cope with 
her problems. She denied suicidal or homicidal thoughts. The 
emergency room physician ordered routine labs and cleared 
her medically. The social worker offered to assess the 
patient. The patient was administered the Beck Anxiety 
Scale. She scored severe on the scale. The social worker 
offered to extend a referral for treatment in a community 
based substance abuse program but she declined the offer. 
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Relevant Community Problems 
On March 12, 1999, a coalition of churches and 
community groups spoke to members of The Louisiana State 
Legislature, to appropriate and allocate funds for a public 
detox center to serve the West Bank of Jefferson Parish, 
Louisiana. The spokesperson, for the group, a leader of the 
Jeremiah's coalition, stated that one of the most pressing 
needs in their efforts to combat alcohol and drug addiction, 
is a center for detoxification. He further stated that if an 
individual wants to enter a treatment program they have to 
be clean (e.g., no alcohol or drugs in their system) for a 
period of 3 days. The problem, he stated, is that there are 
no public facilities in the area of Jefferson Parish, 
Louisiana for low-income individuals. It is almost 
impossible to find a treatment program for people who are in 
serious need, which means individuals must be shuffled all 
over the state in search of the help that is required for 
them to fight their addiction. A member of The Louisiana 
State Legislature stated, that substance abuse is the 
underlying cause for at least 75% of people going to state 
prisons. The outcome of the meeting produced no clear answer 
to this growing problem. 
The same day in which the above article was reported, 
The Metro Section of the Jefferson Parish, Times Picayune 
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newspaper listed 10 other reports by law enforcement of 
individual driving while intoxicated (DWI) and other drug 
crimes. 
Many individuals who abuse alcohol are discouraged and 
are alienated in three areas of social functioning (e.g., 
(alienation from the social process, alienated from social 
relationships and alienated from themselves). This social 
disconnection leads one to feel hopeless, helpless and 
angry. 
These feelings are manifested by intrapersonal, 
interpersonal, and environmental conflicts. The school of 
psychotherapy would characterize the conflicts as an ego- 
dystonic reaction resulting in anxiety and subsequent 
depression. The noxious effect of the anxiety leads an 
individual to self-medicate with alcohol. Therefore, the 
focus of treatment should be on the psychosocial triggering 
the behavior because the behavior itself is only a symptom 
of the problem. Treatment should focus on the social cues, 
sequential stimuli, and self-talk beginning with the first 
thought triggering the need of a drink to the point of 
ingestion. Attention should be placed on the anxiety 
provoking stimulus that break down an individual's capacity 
to cope with stress or resist the urge to drink. 
CHAPTER II 
LITERATURE REVIEW 
Theories and Assumptions Guiding Treatment 
The assumption which has affected policies on alcohol 
and drug dependence is that the individuals willingly caused 
their problems and that it is up to them to stop their 
substance use. Many physicians, politicians, and members of 
elite groups think that treatment programs do not work. 
These assumptions and beliefs guide policy decisions in the 
funding or the lack of funding to alcohol and drug programs, 
it is very imperative that an evaluation of the individual’s 
behavior which leads to relapse is conducted to provide 
explicit data to determine if the current programs are 
addressing the needs of the clients, or if one is more 
effective than other or if any of the programs are 
worthwhile and should other options be considered for 
development. 
Theories of Etiology 
The etiology of alcoholism is unknown, and research 




It is probable, in fact, that there is no single cause 
and that various factors interact to produce the disorder. The 
major theories of etiology can be categorized as physical, 
psychological and sociological. 
Physiological Theories 
Genetics and biopsychosocial theories of alcoholism 
rest on the assumption that alcoholics are constitutionally 
predisposed to develop physical dependence on alcohol. It is 
well known that much higher rates of alcoholism exist among 
the relatives of alcoholics than in the general population, 
and a number of studies of twins and adoptee support the 
probability of a strong genetic component in alcoholism. 
Murray and Stabenau (1982) found that the rate of 
concordance for alcoholism in identical twins was 54 percent 
whereas the rate for same sex fraternal twins were 28 
percent. Children of alcoholics adopted close to birth and 
raised without knowledge of their biological parents have 
high rates of alcoholism, whereas sons of non alcoholics 
reared by alcoholics have low rates of alcoholism, Goodwin, 
E. (1976). The evidence supporting a genetic influence is 
impressive, but the cause and effect remain unclear. 
It has not been possible so far to distinguish between 
metabolic effects caused by genetic factors and those 
resulting from alcohol consumption. 
Psychological Theories 
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The major psychological theories of etiology can be 
categorized as personality, psychodynamic, and learning 
theories. The same is true in the case of physiological 
theories. Research in this area has not resolved the issue 
of cause and effect. Psychological factors can be viewed as 
the cause or consequence of alcoholism. 
Personality Theory 
This theory assumes that there are certain personality 
traits that predispose an individual to alcoholism. The term 
“alcoholic personality” is often used to describe the client 
who is immature, dependent, impulsive, and easily 
frustrated. There is some research support for this 
description, but these traits can just as easily be 
attributed to the effects of alcoholism. Experimental 
studies have been unable to distinguish the personality 
traits of alcoholics from those in the general population. 
Transactional Theory 
Some theorists, utilizing the concept of transactional 
analysis, view alcoholism not as a disease but rather a game 
with an interpersonal payoff (Steiner, 1971). 
The theory is attractive to family practitioners 
because it highlights the adaptive consequences of 
alcoholism and the enabling behavior of family members. 
Transactional Theory addresses family transactions that 
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develop in response to alcoholism. There is no empirical 
support for the notion that these games lead to addiction. 
Psychodynamic Theory 
According to this theory, childhood deprivation or 
overindulgence leads to excessive unconscious needs for 
nurturing. When these dependency needs cannot be met by 
others, the individual becomes anxious and develops 
compensatory needs for power and control. Alcohol serves to 
reduce the anxiety and create a false sense of power and 
grandiosity. When sober the individual is again overwhelmed 
with feelings of failure and anxiety, which motivates 
continued drinking. The major shortcoming of this theory is 
that although early childhood deprivation or overindulgence 
may increase vulnerability to the development of alcoholism, 
these experiences are not specific to alcoholism. In fact 
they are commonly reported by adults with a variety of 
psychosocial problems. 
Learning Theory 
This theory assumes that alcohol ingestion results in a 
decrease in anxiety or tension and is thus positively 
reinforced. This learned response to coping with stress 
continues until physical dependence develops, at which point 
withdrawal symptoms become stimuli for drinking. This theory 
is helpful in treatment planning because it addresses the 
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adaptive consequences of drinking. On the other hand, the 
simple tension-reduction hypothesis has not been supported 
empirically; it may be more relevant in treatment to address 
various types of social reinforcement for excessive 
drinking. 
Sociological Theory 
In this model the belief is that the alcoholic 
experiences a great deal of stress, he has learned that 
alcohol relieves stress and uses it for that purpose, and he 
or she does not belong to a group that regulates his/her 
behavior. 
Treatment Models 
The most widely used treatment approaches to alcoholism 
include individual therapy, group therapy, family therapy, 
Alcoholics Anonymous (AA), and behavioral modification. 
These models reflect the various theories of alcoholism 
etiology; all may be effective when applied to the 
individual needs of the client. 
Individual Therapy 
Zimberg (1982) proposes a modified psychodynamic 
approach. Treatment consists of several stages, with the 
stance that all drinking must be terminated if therapy is to 
65 
be effective. In stage one, the client is detoxified and 
encouraged to avoid stressful situations and to attend 
Alcoholics Anonymous meetings. The client’s predominate 
defenses of denial, projection and rationalization are not 
interpreted or confronted in stage one but are instead 
redirected toward the achievement of sobriety. In stage two 
control becomes internalized and sobriety continues to be 
reinforced through supportive therapy. In stage three 
conflict resolution is achieved through the client’s 
attainment of insight. Zimberg (1982) points out that 
termination can occur after stage three and that few 
alcoholics have the motivation or the need to complete stage 
three. 
GROUP THERAPY 
According to Anderson (1983) in his review of the 
literature on group therapy in alcoholism, group therapy is 
currently the most widely practiced modality of treatment of 
alcoholics. Groups are frequently utilized for financial 
reasons, but they are particularly helpful to alcoholic 
clients who are lonely, moderately anxious or depressed and 
who have a poor self-image. 
Alcoholics frequently respond more favorably to 
confrontation by their peers and are better able to learn 
new patterns of relationships in a group. 
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Family Therapy 
Many alcoholics live in intact families. The cause of 
their alcoholism may result from physiological, 
psychological or social problems, but once the pattern of 
addiction develops the family adapts to it and maintains its 
equilibrium. There is no single alcoholic family 
personality, but families coping with alcoholism do manifest 
some characteristic patterns of functioning. In particular, 
boundaries, communications, role fulfillment, and ritual 
life become patterned so as to preserve family homeostasis. 
Anderson and Henderson (1983), reviewed various 
treatment models and specific techniques utilized in family 
therapy with alcoholics, they found that effective family 
therapists focus on both the disease of alcoholism and the 
family’s adaptation to it. 
Drug Treatment Therapy 
Zimberg (1982) has summarized the use of Antabuse minor 
tranquilizers, sedatives, major tranquilizers and 
antidepressants in the treatment of alcoholism. Antabuse is 
a deterrent drug that produces flushing, nausea, vomiting, 
and anxiety when alcohol is consumed. It is most effective 
with the motivated alcoholic as an aid to sobriety during 
the early stages of treatment. Its use is contraindicated in 
clients with Organic Brain Syndrome, psychosis, 
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cardiovascular disease, cerebral insufficiency, liver 
disease, kidney failure, and pregnant women. Minor 
tranquilizers (e.g., Librium and Valium) and sedatives 
(e.g., Dalmane and Doriden) are cross-tolerated (i.e., the 
individual tolerant to one of these drugs is tolerant to all 
of those drugs) and are contraindicated with alcoholics 
beyond detoxification. Major tranquilizers(e.g., Thorazine, 
Melaril, and Haldol)are contraindicated in individuals with 
primary alcoholism but are indicated after abstinence is 
obtained, when alcoholism is secondary to a psychotic 
disorder. Tricyclic antidepressants (e.g., Tofranil and 
Elavil) are contraindicated in primary alcoholism but is the 
treatment of choice when alcoholism is secondary to bipolar 
affective disorder. 
Alcoholics Anonymous (Self-Help) 
AA is the leading self-help group based on the 
assumption that alcoholism is a disease and recovery is 
based on total abstinence. The disease concept of 
alcoholism adopted by AA emphasizes loss of control over 
drinking and views abstinence as the only ethical treatment 
goal. The relationship between AA and agency treatment 
programs is becoming increasingly supportive. Al-Anon and 
Ala-teen, which were inspired by but not part of AA, educate 
the families of alcoholics about their enabling behavior 
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that serves to maintain the alcoholic’s drinking behavior. 
The goal of these organizations are quite compatible with 
family systems theory in that they provide support for the 
emotional disengagement from the alcoholic until the 
drinking behavior is changed. 
Moderation Management 
Miller (1983) found that moderation-orientated 
approaches are effective as abstinence-orientated methods in 
treating less dependent problem drinker. Controlled drinking 
approaches are clearly most effective with younger non- 
addicted drinkers and least effective with older clients 
with symptoms of alcohol addiction. 
Behavioral Modification 
The major techniques of this model are aversive, operant, 
and cognitive behavioral techniques. Aversive conditioning 
involves pairing the sight, smell, and taste of alcohol with 
unpleasant stimulus, such as an electric shock, a nausea- 
inducing chemical, or an aversive image. Presently, aversive 
conditioning alone has not been shown to be an effective 
treatment for alcoholism. Chemical aversion has the most 
promise Anderson (1983). Operant conditioning (e.g., 
contingency management) attempts to reduce drinking by 
manipulating its consequences. It has been demonstrated that 
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alcoholics can voluntarily control their drinking in order to 
improve their living situation in a structured environment. 
The ability of the addicted alcoholic to control drinking 
outside the institution is questionable. According to Marlatt 
(1979) the most effective behavioral approach is the cognitive 
behavioral model. This approach is based on the social¬ 
learning model that views alcoholism as a learned behavior 
that can be modified through various skill-training procedures 
(i.e., coping skills, replacement skills, and positive 
addictions). 
Relevant Studies in the Field of Alcohol Abuse 
In a four-year study Simpson and Lloyd (1981) studied 
patterns of alcohol consumption among 1,155 individuals who 
had been treated for opiate abuse. All subjects, 
approximately half of who had been charged with or convicted 
of a crime before treatment, participated in the interviews. 
The findings of the study indicated that 21 percent of the 
sample had remained abstinent over the four-year period. 
During the follow-up, however 12 percent had alcohol related 
problems, and 4 percent were treated for alcoholism. Abuse 
of alcohol following treatment for drug addiction was 
highest among (1) men, (2) people with a history of alcohol 
related problems, (3) those who used opiates infrequently 
before treatment, and (4) those who used opiates frequently 
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before treatment. The highest levels of alcohol use were 
found among subjects who used non-opiates but did not use 
marijuana and among those who used marijuana but did not use 
non-opiates. Subjects who did not receive subsequent 
treatment drank more than those who did, and about 13 
percent of the sample reported alternating the use of 
alcohol and the use of illicit drugs. 
Wright and Scott (1978) in their study titled, “The 
Relationship of Wives’ Treatment to The Drinking Status of 
Alcoholics”, assessed the relationship between the drinking 
status of 227 outpatient alcoholics with a mean age of 43, a 
mean duration of marriage of 16.2 years, a mean history of 
alcohol problems of 13.3 years and the treatment mode 
experienced by their non alcoholic wives. Of the 227 
husbands, 95 were classified as drinkers (had used an 
alcoholic beverage during the proceeding six months) and 132 
were abstainers. Husbands tended to be abstainers when 
their wives were Al-Anon members, had participated in the 
husbands' inpatient treatment, or had received post¬ 
treatment counseling. Of the sixty-six men whose wives 
received only outpatient treatment, fifty were drinking. The 
likelihood of the husbands' abstinence increased with the 
number of treatment modes experienced by the wives: husbands 
of seven of the 13 wives receiving no treatment versus 30 of 
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the 34 whose wives received a combination of four types of 
treatment were abstinent. The findings suggest that 
counselors should encourage the wife to participate actively 
in their husband’s treatment. 
In a study titled, “A Sharp Approach To Treating 
Alcoholism, Steady and Viders (1979) examined a program 
named “The Share-Help Alcohol Recovery Program” (SHARP) is a 
hospital-based self-help program for treating alcoholic 
veterans. The Program involves alcoholic veterans in 
assuming major roles in governing the program and in helping 
one another to change. It was found that patients developed 
skills in assertiveness, collaboration, and negotiation. 
(SHARP) includes a work-for-pay program, which reestablishes 
dignity, promotes camaraderie, and provides income. The 
program emphasizes mutual planning to reenter the community. 
Because follow-up is essential to maintaining sobriety, 
SHARP created an active support system in the community its 
called “The Counseling Recreational and Knowledge Program.” 
The results of a follow-up study that surveyed former 
patients’ level of drinking and life functioning showed that 
37 percent were totally abstinent, 20 percent engaged in 
controlled drinking, and 14 percent were drinking 
excessively but functioning in some area of their life. 
Christo and Franey (1996) interviewed a total of 101 
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drug users at a baseline, when they were six months 
abstinent from their drug of choice. Eighty-four percent 
reported having drug related dreams. More subjects reported 
dreams when abstinent than when using drugs. Ninety percent 
of the subjects were followed up at six months. Higher 
baseline measures of dream frequency were prospectively 
related to greater drug use. In the first seven weeks of 
follow-up there was a rapid reduction in the number of 
reports, but half of the sample were still experiencing 
dreams in the six months. Drug dream frequency at follow-up 
was related to “cravings” and a lack of sleep. 
In a study by Cattano (1997), ’’The influence of 
Unconscious Fantasy Process in Addition and Relapse” discusses 
and reaffirms the connection between addiction and underlying 
unconscious fantasy processes. The study suggests that 
unconscious fantasies play a determining role in persisting 
patterns of substance abuse and addiction. Within this 
context, addiction is understood both as a derivative of the 
persistence of these unresolved fantasies and an inadequate 
compromise formation. The study suggests that relapse is a 
manifestation of the episodic reassertion and influence of 
these powerful fantasies. Consequently, successful treatment 
requires the working through of the underlying fantasy 
process and the establishment of healthier compromise 
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unconscious fantasy processes. The study suggests that 
unconscious fantasies play a determining role in persisting 
patterns of substance abuse and addiction. Within this 
context, addiction is understood both as a derivative of the 
persistence of these unresolved fantasies and an inadequate 
compromise formation. The study suggests that relapse is a 
manifestation of the episodic reassertion and influence of 
these powerful fantasies. Consequently, successful treatment 
requires the working through of the underlying fantasy 
process and the establishment of healthier compromise 
formations. 
Because some traditional treatment modalities view 
alcoholism as a disease, many researchers tend to focus on 
alcoholics rather than on the social factors within which 
they are embedded. McDonald (1983) studied the extent to 
which personal networks play a role in the recovery from 
alcohol in women. More specifically, three types of 
relationships of the alcoholic were considered: (1) those 
that were close and emotionally supportive, (2) those that 
were supportive of sobriety, and (3) those that were 
dysfunctional in terms of maintaining sobriety. Ninety-three 
alcoholic women were interviewed at least one year after 
treatment to assess their degree of recovery and to examine 
they are personal networks. 
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Recovery was determined by (1) drinking behavior, (2) 
psychological wellbeing, as measured by the Bradburn Affect- 
Balance scale, and (3) life situations, as revealed in 
response to global guestions. The results showed that in 
terms of drinking outcomes, 30.1 percent were totally 
abstinent, 25.8 percent were abstinent during ninety days 
before the follow-up interview, 22.6 percent were drinking 
less, and 21.5 percent were unchanged or worse. The findings 
indicate that the number of emotional supports and the 
number of dysfunctional relationships predicted successful 
and unsuccessful outcomes, respectively. The number of 
relationships specifically supportive of sobriety was 
unrelated to outcomes. In addition the number of major life 
problems the alcoholic reported at the time of admission for 
treatment was significantly associated with negative 
outcomes. The findings indicate the importance of these 
factors for treatment and recovery. 
In terms of treatment programs the trend is in the 
direction of residential programs or halfway houses. Sanders 
(1993) examined a residential care program that housed 
substance abusing women and their children. The program is 
named Project Together, it is a comprehensive long term 
residential program for substance abusing women and their 
children located in Des Moines, IA. The program allows women 
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to maintain custody of their children while they attain 
sobriety and work toward self-sufficiency. Ninety-five women 
with 76 children entered the program in its initial 27 
months of operation. Many of the women at the end of the 
program are abstinent from alcohol and other drugs. The 
women were less psychologically distressed, and had improved 
strengths in the area of independent living skills, job 
skills, parenting skills, and interpersonal skills. In 
addition, 40 children who had been placed elsewhere, were 
reunited with their mothers before they exited the program. 
According to Van-Ryswyk et al. (1982) halfway houses 
for alcohol and drug abusers provide a structured, 
supportive residential program for individuals who are 
considered to be at risk of reverting to drugs or alcohol 
abuse after completing treatment. Six hundred and forty-one 
former residents of eight programs participated in a study 
that sought to determine weather positive outcomes are 
attained following placement in halfway houses. The results 
of the study indicated that during the fourteen months 
following placement, subjects exhibited fewer admissions to 
detoxification centers, they were less dependent on public 
assistance, they were less involved with the criminal 
justice system, and they were more often employed and 
abstinent than during the 14 months before placement. 
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Inpatient detoxification for drug dependency is the most 
expensive approach, and no-good evidence exists that proves 
it's success where out patient or, for that matter, 
residential detoxification has failed (Lipton, 1987). 
In terms of settings, residential is the newest approach 
to detoxification. It may occur in a therapeutic community 
or in a special center for detoxification, as opposed to an 
inpatient setting. 
It stands midway in cost between outpatient and 
inpatient hospital detoxification and is considered most 
appropriate for individuals with drug dependence who needs a 
residential setting and have few or no complicating 
psychiatric or medical conditions and whose patterns of 
abuse are solely drug/alcohol dependence (Lipton, 1987). 
Clinicians and researchers have long noted a strong 
association between alcoholism and depression. They found 
that one quarter of the patients who abused drugs or alcohol 
displayed depressive symptoms at some time during the course 
of their illness. 
Some studies have combined two or more measures in an 
attempt to improve and refine the classification of 
alcoholic personality subtypes, but the differing measures 
and methodologies have yielded considerable variations in 
the number of subtypes. 
77 
The MMPI used by Gellens et al. (1976) reports three 
subtypes, Bean et al. (1976) who used hierarchical cluster 
analysis of MMPI scales report four subtypes, Alfano et al., 
report six subtypes, based on hierarchical clusters analysis 
of MMPI scores, two estimates, two perceptual estimates and 
an employment rating, and McLachlan who used two-point MMPI 
codes to distinguish some 22 two-point code personality 
types within his alcoholic sample. Gram and Strenger, point 
out that, while no MMPI profile type is unique to 
alcoholics, the MMPI is none the less, a useful instrument 
for understanding difference between alcoholics and 
designing treatment inventories which take the differences 
into account. 
Some investigators have emphasized the importance of 
matching patients to treatment programs, but knowledge of 
clinically significant dimensions on which to base the 
matching is limited (Waisberg, 1990). Investigators have 
attempted to delineate personality, subtype classifications 
based on objective personality inventories, such as the 
MMPI, the Eysenck Personality Inventory, the Personality 
Research Form and Sixteen Personality Factor Questionnaire, 
the Million Clinical Multi axial Inventory, and the 
Differential Personality Inventory (Waisberg, 1990). 
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Most studies exploring the relationship between personality- 
type and treatment effectiveness for patients in the same 
treatment program report that it is likely that different 
patients are differentially affected by different aspects of 
the same program. 
Waisberg (1990) found those personality traits of loci 
of control is directly relevant to theories of the etiology 
and treatment of alcoholism. Loci of control refer to 
people's generalized expectancies concerning whether they 
have control or power over what happens to them. The three 
principal approaches to the etiology of drug or alcohol 
dependence leads to different predictions about the 
relationship of loci of control to treatment outcomes. (1) 
The medical or disease model of drug/alcohol dependence 
presents the person as a victim of forces beyond his/her 
control. According to some critics of this model, the model 
implies that the person is responsible neither for the 
development nor for the solution of his/her problem. (2) The 
Alcoholic Anonymous (AA) model defines alcoholism as a 
disease, the essence of which is loss of control. However, 
AA explicitly requires its members to acknowledge their 
responsibility for past misdeeds in Step Five and Eight of 
the (AA) twelve-step program. 
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(3) The addictive behavior model is derived from social 
learning theory, cognitive psychology and experimental 
social psychology. Adherents of this model do not consider 
people to be responsible for the development of their 
dependence problem. Nonetheless, interventions stemming from 
this model are aimed at teaching the patient to become an 
active participant in treatment and eventually become the 
agent in his/her recovery. 
In a study conducted by Dawson (1996) of Gender 
Differences in the Probability of Alcohol Treatment, data 
was assessed from 7,354 adults 18 years of age and over who 
met the Diagnostic and Statistical Manual of Disorders, 
Fourth Edition (DMS-IV) Criteria for Alcohol Abuse or 
Dependence, revealed that 23% of men and 15.1% of women had 
received treatment for alcohol problems at some point in 
their lives. The difference did not result from women being 
more likely than men to initiate treatment shortly after the 
onset of an alcohol use disorder, but rather from men being 
more likely than women to initiate treatment in the period 
well after an onset. Excluding treatment initiated prior to 
the clinical onset of the disorder or after cessation of 
drinking, men and women’s cumulative conditional 
probabilities of having initiated treatment by 30 years 
after the onset of alcohol abuse or dependence were .424 and 
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.356 respectively. Within the first eight years after an 
onset of abuse or dependence, men and women’s probabilities 
of initiating treatment were about the same. On the other 
hand, men were 13 percent to 20 percent more likely to 
initiate treatment in the period from 8 to 25 years after an 
onset. The researcher used the proportional hazards model to 
adjust for factors including social demographic 
characteristics, prior consumption, severity of disorder, 
depression, and drug use. The results revealed that men and 
women’s likelihoods of ever receiving treatment did not 
differ for the most severely affected individual with 20 or 
more symptoms of abuse or dependence. Among those 
individuals who were less severely affected, the male to a 
female ratio in the likelihood of treatment declined with 
severity from 1.75 (one symptom) to 1.24 (15 symptoms). 
In a research study conducted Grant (1996) comparing 
the characteristics of persons with alcohol use disorder who 
sought alcohol treatment with those who did not. The 
researcher used data from a national representative study of 
the United States. Grant (1996) applied an organizing 
framework from the larger literature on service utilization, 
a logistic regression analysis was conducted to examine the 
interaction among factors influencing treatment. The 
results identified unemployment status and lower educational 
levels as barriers to alcohol treatment, but the impact of 
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the findings (factors) differed, depending on whether the 
respondent had previous experience with alcohol treatment. 
The major findings of the study were 1) consumer 
satisfaction, minimizing barriers to alcohol treatment 
services, and 2) the need to examine individual determinants 
of alcohol treatment within the larger of organizational and 
social political factors. 
McCrady and Langenbucher (1996) conducted a meta¬ 
analysis of the literature assessing treatment of alcohol 
problems. This study revealed a number of important 
implications for health care systems reform: 1) alcohol use 
disorders and problems associated with alcohol use are 
prevalent, complicated by comorbid conditions, and costly to 
health care systems and society; 2) treatment usually 
reduces drinking and promotes efficient use of health care 
resources; 3) specific treatment have been found effective; 
4) screening and assessment instruments sensitive to the 
heterogeneity of alcohol problems; 5) there is growing 
evidence that specific treatment work better in some patient 
groups than in others and 6) there is good evidence that 
brief interventions are reference for those with less severe 
and less chronic problems. These findings suggest that 
alcohol treatment services in a reformed health care system 
should include: universal coverage for alcohol treatment, 
including outpatient care; a rational system of assessment 
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and triage for treatment, including increased emphasis on 
screening and brief interventions in primary care settings; 
a full range of treatment services of various intensities; 
and incentives and contingencies to addictions treatment 
providers to provide treatment of proven effectiveness. 
In a study by McCrady and Langenbucher (1996) they 
concluded that full implementation of these approaches would 
result in one of the largest cost saving in a reformed 
United States (US) Health Care System. 
There continues to be a question of access so Room et 
al. (1996) in their study found that entry into treatment is 
often precipitated by suggestions of pressure from relatives 
and friends, but little is known about the circumstances in 
which suggestions to cut down on drinking include advice to 
seek professional help. In 1993, 1034 Ontario adults were 
asked in a random digit dialing telephone survey, if they 
had said something to a friend or relative about their 
drinking or suggested that they reduce consumption? 
Approximately 35 percent had said something within the last 
year and 15 percent had taken the further step of suggesting 
they seek professional help or helping them get assistance. 
Respondents were asked a series of questions about the 
circumstances of the most recent time they had said 
something to the person. One being whether respondents who 
said something, recommended seeking professional help is 
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related to these circumstances and the respondent’s 
demographics and relationship to the drinker. 
Ryan et al. (1995) study examines: a) relationship of 
initial motivators of alcoholics’ involvement in outpatient 
treatment and dropout and b) the relationship among patient 
characteristics, severity, alcohol expectations, motivation 
and treatment retention. A treatment motivation 
questionnaire (TMQ) was developed to assess both 
internalized and external motivators for treatment, as well 
as confidence in the treatment and orientation toward 
interpersonal help seeking. In study 1, the TMQ was 
administered to 109 outpatients entering an alcoholism 
clinic. Based on these data TAR Scale was revised and was 
administered to a subsequent sample of 98 subjects seeking 
treatment. Information about demographics variables, 
measurement of substance use, alcohol expectancies, and 
psychiatric severity was also gathered. Subjects high in 
both internalized and external motivation demonstrated the 
best attendance and treatment retention while those low in 
internal motivation showed the poorest treatment response, 
regardless of the level of external motivation. Problem 
severity was also related to a greater degree of internal 
motivation (Ryan et al., 1995). 
Banner et al. (1992) studied the demand for treatment 
by consumers. In this study the researcher compared problem 
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drinkers applying for treatment at both outpatient and 
inpatient programs with problem drinkers identified in a 
general population survey. The characteristics in which 
these populations differ were interpreted as factors 
contributing to the demand for treatment and thus indicative 
of the need for alcohol treatment. Older problem drinkers 
appear to apply for treatment more frequently, and the same 
is true for divorced and unemployed or disabled problem 
drinkers. 
More important, age, marital status, and employment 
status were found to contribute to the demand for alcohol 
treatment independent of alcohol consumption. It can be 
concluded from this study that the demand for alcohol 
treatment should not only focus on alcohol consumption but 
also focus on problems related to marital and employment 
status in order to prevent future need for alcohol 
treatment. 
Major Research Question 
The major research question that this project sought to 
discover is: How does treatment, regardless of the modalities, 
effectively impact the identified population in reducing 
anxiety, depression, alcohol abuse and alcohol relapse as 
evidenced by a significant decrease, in post-test scores when 
compared to the pre-test levels of anxiety, depression and 
alcohol abuse? 
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Minor Research Question 
Is there a relationship between anxiety, depression, 
alcohol abuse, alcohol relapse and the effectiveness of the 
treatment modality? 
There appears to be some combined relationship between 
anxiety, depression, alcohol abuse, and alcohol relapse 
with the effectiveness of the treatment modalities. Does 
current treatment modalities work in the reduction if 
symptoms which triggers alcohol abuse and relapse? Does 
treatment which utilizes a multifocus approach have more 
favorable outcomes? Does alcohol consumption increase only 
at times of heightened levels of anxiety and depression? If 
anxiety is a significant factor in alcohol abuse is it 
triggered differently by gender. If depression precipitates 
alcohol abuse, what level of depression is a major 
indicator? If alcohol is used to reduce the noxious effects 
of anxiety and depression that results from psychosocial 
stressors can it be that alcohol use generates a decline in 
social functioning thereby deepening an individuals anxiety, 
depression and social stressors? 
Individuals may abuse alcohol because there is a 
difference between their expectations of life and the 
reality that actually exist in their lives. The differences 
that exist between their expectations of life and the 
realities of their life are the triggering mechanism of 
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their anxiety and depression. Anxiety and depression is 
related to alcohol abuse, because alcohol in many cases is 
used to reduce the noxious effects of anxiety and depression 
resulting in the use of more of the substance to produce the 
same effect. The continued use manifests into a vicious 
cycle of abuse compounding the effects of the original 
psychosocial stressors the alcohol was intended to resolve. 
Feasibility of the Study 
The interviews and data collection were both in vivo 
and by phone conversations. Patients who sought treatment at 
East Jefferson hospital and met the intake criteria (e.g., 
depression, anxiety, suicidal thoughts/attempt, and alcohol 
abuse) were offered the opportunity to participate in the 
study. Patients were be assessed by standardized assessment 
tools to determine if their levels of depression, anxiety 
and alcohol abuse, fits the measures of (mild, moderate or 
severe) to determine the impact of those levels on a 
relapse. The Patients were retested when they were 
discharged from the inpatient program, outpatient program or 
in cases when the patient was not admitted into treatment 
from the emergency room the retest was waved because no 
intervention was introduced. 
The cost of assessment, evaluation, diagnosis and follow¬ 
up a retest did not exceed reasonable expectations. 
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The primary researcher conducted all interview 
schedules. The study was conducted and data collected seven 
days per week, many cases were assessed on the weekends, 
nights and holidays because these are the times when many 
individuals experience crisis in their lives and seek 
assistance initially from the emergency rooms. Because the 
duration of treatment varies with the type of treatment 
modality, this study is scheduled for a time period of 120 
days to allow patients a full treatment opportunity. The 
study assessed approximately 100 clients within the 120-day 
time period. 
Indicators to be Assessed 
Demographics and Variables 
1. Age, 2. SEX, 3. INCOME, 4. EDUCATION, 5. RACE, 6. MARITAL 
STATUS 
THE INDEPENDENT VARIABLES 
I. Anxiety- Mild, Moderate, Severe 
II. Depression- Mild, Moderate, Severe 
III. Alcohol Dependence- Mild, Moderate, Severe 
IV. Relapse- Number of Drinks 
V. Treatment Facility 
One of the independent variables that is believed to 
have an impact on the dependent variable is anxiety. The 
Beck's Anxiety Scale was the instrument to measure the 
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levels of anxiety experienced by the participants in the 
study. See (appendix 1) for an example of the instrument. 
The following is an example of a treatment plan for 
individuals with anxiety symptoms. 
Treatment Goals for Anxiety 
1. Identify source of anxiety and fears. 
2. Improved coping. 
3. Improved problem solving. 
4. Improved self-care. 
5. Improved feelings of control. 
6. Improved communication. 
7. Cognitive restructuring. 
8 . Improved self-esteem. 
9. Improved stress management 
10. Family education 
11. Educate regarding side effects of medication. 
(Johnson, S.1997) . 
Individuals who have symptoms of anxiety for any 
extended period of time may develop feelings of depression. 
The following is a list of symptoms experienced by 
individuals who have depression. 
Symptoms of Depression 
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feeling low guilty 
feeling sad hateful 
difficulty sleeping angry 
compulsive eating Hope to die 
no appetite plan to kill self 
low self-esteem self critical 
hopelessness no motivation 
obsessed with past worthless 




difficulty concentrating Disorganized 
cries easily empty void 
like a failure unbearable 
dead inside body aches 
miserable alone 
feeling of loss tense 
agitated quiet 
withdrawn 
Medical Causes of Depression 
endocrine system problems(such as a malfunctioning thyroid) 
medication interaction 
acute or chronic medical problems 
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 PMS 
 chronic health problems 
_drug/alcohol abuse and dependence 
_recent surgery 
_seasonal affective disorder 
Managing Depression 
Managing depression reguires some sense of control over 
the depression. Because everyone’s experience is unique to 
them it is necessary that the individual increase his/her 
awareness, take the risk of trying some interventions, and 
make the commitment to follow through. Managing depression 
requires that the individual take responsibility for 
improving their quality of life. If an individual's 
depression has been chronic and severe he/she should discuss 
medications regimen with a psychiatrist. There may a 
biological or genetic factor influencing a mood disturbance 
which requires a medical intervention. Once this is 
determined then the individual must decide what to do next. 
This is accomplished by the development of a self-care plan, 
(Johnson, 1997). 
The significance of a self-care plan includes: 
1. Structure- how the individual structures their day 
to include using a daily activity chart. 
2. Support- developing and using resources to 
eliminate social isolation and withdrawal, 
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(Johnson, 1997). 
3. Positive Attitude- choosing positive thoughts 
instead of negative. 
4. Awareness- maintain a journal to self-monitor. 
5. Exercise- walking or aerobic exercise 35-45 
minutes per day is helpful in reducing tension, 
improved sleep, creating a sense of well being, 
increased energy and decreased stress. 
6. Nutrition- eating a well balanced diet, 
individuals who are depressed often experience 
some disturbance in normal eating patterns, and as 
a result, there can be weight loss or weight gain. 
7. Value system-clarify the individual value and the 
individual is living in accordance with their 
standard of values, (Johnson, 1997). 
The study used the Beck's Depression Scale to measure 
the participant's level of depression. See (figure 2) in 
the appendix for an example of the instrument. 
There exist a general cycle of alcohol abuse. The focus 
of this study is to interrupt the cycle to allow the 
individual to grow. The best way to break the cycle is to 
uncover the triggers to the addictive behavior. Figure 3 is 




The population sample was selected by a stratified 
random sample of the clients who were treated in an alcohol 
treatment program in the past who presents to East Jefferson 
Hospital's Emergency Room for treatment. The Population was 
residents of the New Orleans and Jefferson Parish 
metropolitan area. A total of 90 clients were selected, 
sample size n=90. Ten to 15 clients with a diagnosis of 
anxiety, depression, alcohol abuse and suicidal thoughts 
were selected and followed through the various treatment 
modalities (e.g., psychiatric units, detoxification, 
chemical dependency, intensive out patient and residential 
programs). The variables were organismic due to the lack of 
control or ability to manipulate the variables (e.g., 
symptoms, type of treatment modalities, and duration of 
treatment). The study was conducted as a quasi-experimental 
research design because the independent variables are 
grounded on the client's perception about of his/her 
resolution of negative thoughts of self and because the 
groups are pre-existing. The clients in the treatment 
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programs will be surveyed (e.g., pre-test) to determine the 
client's score (low, medium, high) on the anxiety depression 
and alcohol abuse scales. Subsequent to treatment the 
clients will receive the post-test. The test will be 
compared to evaluate differences. The selection of clients 
was based on the following diagnostic criteria, 1. The 
client’s primary problem is alcohol abuse or a related 
problem such as anxiety, depression, suicidal thoughts or 
requesting detoxification 2. The client has two or more 
prior treatments in an alcohol abuse program and a period of 
abstinence, 3. The client's age range begins at a low of 16 
to a maximum of 75; males and female, (married, single, 
separated, divorced or widowed), 4. The client self report 
five of nine neurovegetative signs of depression, decreased 
(e.g. appetite, sleep, helplessness, anxiety) or increased 
(e.g. appetite, energy sleep, hopelessness, for a period of 
two weeks before, during or after treatment, 5. Significant 
weight gain or loss in the past six months and report 
feelings of hopelessness, apathy, low self-concept, low 
self-esteem, lack of confidence, lack of competence and ego 
conflict (e. g., where he/she is in life presently and where 
they would like to be), 6. The clients report psychosocial 
stressors that initiated anxiety triggering alcohol use 
(e.g., behaviors that lead to the first drink following a 
period of abstinence). 
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The clients were residents of Orleans and Jefferson 
parish and are participants in an alcohol treatment program. 
The clients' employment or insurance status was not a 
consideration for participation in the study but it will be 
considered as a variable, the only exclusions to 
participation would be clients with maladaptive disruptive 
and uncooperative behavior or clients with mandated 
treatment orders, major psychiatric (e.g., schizophrenia) 
and developmental illnesses (e.g., mental retardation). 
Schematic Representation of Research Design 
STRATIFIED SAMPLE TIME 1 TIME 2 















The collection instrument to assess alcohol use is the 
Short Alcohol Dependence Data Questionnaire (SADD). The 
(SADD) provides a basis for describing different ways in 
which individuals use alcohol, major benefits derived from 
such use, negative consequences associated with its use, and 
the degree of concern individuals express about the use of 
alcohol and its consequences. The clients were administered 
a pre-test to determine a base line functioning related to 
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their normal alcohol use, frequency ,duration and degree of 
use to determine if there were differences in the pre-test 
and post-test measures. The clients were administered a 
self-reporting depression scale to determine the level and 
severity of their depression (e.g., mild moderate or 
severe). 
The Aaron T. Beck Depression Scale consists of 21 group 
statements which describe the way an individual feel within 
the past week to include the day of administration. The 
Aaron T. Beck Anxiety Scale will be administered to 
determine and describe the degree of severity of anxiety 
which triggered the individuals use and relapse. When the 
clients completed all pre-test, they were followed through 
the completion of their treatment. The experimental group 
received the treatment. The participants received treatment 
either in a hospital setting or from community based 
programs. The participants were re-tested once they 
completed their treatment regimen utilizing the (Alcohol, 
Anxiety and Depression Scales). The pre-test and post-test 
scores were compared to determine differences between the 
pre-test group and the post-test group. 
The duration of the observation is approximately 120 
days, 60 days of data collection and 60 days follow-up to 
observe continued abstinence or relapse. The data was 
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subsequently analyzed through descriptive and inferential 
statistics. The ultimate goal was to assess the 
participant’s symptoms and abstinence through the 
observational period of 60 days and for 60 days after the 
treatment was applied. 
Procedure Data Analysis 
The method of data analysis included cross tabulation, 
contingency coefficient, and multiple regression analysis. 
Cross tabulation provided indicators showing the 
relationship between variables. Pearson correlation matrix 
was used to analyze the strength of relationship between 
variables. Regression analysis assisted in singling out and 
identifying the independent variable that had the most 
impact affecting change on the dependent variable. T-Test 
will be used to assess and indicate differences between the 
pre-test and post-test group. 
Protection of Human Subjects 
The protection of human subjects and the 
confidentiality of the participants were be guarded by 
assigning numeric codes to each interview schedule. 
Participation in the study was totally voluntary and there 
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was no repercussion for non-participation or early 
withdrawal from the project. Potential participants in the 
study were screened during admission to the emergency. If 
the chief complaint during admission was treatment for 
alcohol abuse or dependence the triage nurse asked the 
subject if they would like to participate in a voluntary 
study on alcohol abuse. If the subject were as interested 
the researcher explained the scope of the project to the 
subject and obtained written consent. The participants were 
screened by a self-reporting alcohol screening instrument to 
determine the severity of alcohol abuse. The participants 
received two additional in vivo screening instruments to 
determine the level of anxiety and or depression 
experienced, as a result of, psychosocial stressors, and or 
substance abuse. 
The participants were be asked to allow Reginald Jackson 
the opportunity to make a follow-up call subsequent to any 
treatment for their presenting problem, to assess the level 
of change in their symptoms. This was accomplished by the 
re-administration of the assessment tools in order to 
compare and analyze the results. 
Setting to Conduct Research 
The study was conducted in an urban hospital setting; 
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the participants were patients who sought treatment at East 
Jefferson Hospital Emergency Room. East Jefferson Hospital 
is a 700 bed public facility serving the greater 
metropolitan area of New Orleans and located in Jefferson 
Parish. Potential clients for the study were those 
individuals presenting for treatment of alcohol abuse, 
anxiety depression, alcohol detoxification, domestic 
violence, homelessness and suicidal attempts. 
Validity and Reliability 
The Aaron T. Beck Anxiety and Depression Scales are 
frequently utilized assessment screening tools, the validity 
and the reliability is published in journals and accepted 
for use by professionals in their public and private 
practices. In the literature the Substance Abuse Data 
Questionnaire is a powerful tool and has discriminative 
power among drinkers in the mild to moderate range. Reports 
on a series of correlational studies support the construct 
validity of the (SADD). Construct validity is defined as the 
extent to which a test can be said to measure a theoretical 
construct or trait, and so can be said to be a comprehensive 
concept which subsumes all other types of validation 
procedures in the standardized process. The SADD is useful 
in indicating elements of alcohol dependence. The SADD has 
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construct and face validity. 
Limitations of the Study 
This research project focus was on individuals with the 
symptoms related to alcohol abuse anxiety depression and 
alcohol relapse. This study was limited in respect to random 
assignment, population size and the resources of the 
researcher. There was the potential of having problems with 
generalized validity in terms of the lack of a larger 
population size in which the findings may be applicable. 
CHAPTER IV 
DATA ANALYSIS 
The demographics of the participants in this research 
project by sex were 51% male and 48% female. The racial 
figures of the participants were 78% white, 15.6% black and 
7% Hispanic. The marital status included 22% married, 68% 
single, 7% divorced, 2% widowed, and 1% separated. The 
education level of the population ranged included 43% that 
completed high school, 14% had a ninth grade education, 9% 
had an llTh grade education, 7% had a 10Th grade education, 
6% held a general equivalence diploma G.E.D, and 3% had less 
than a 9TH grade education. There were 4% of the 
participants who hat one year of college, 3% had two years 
of college, 2.2% had three years of college, and 8% had a 
college degree. Forty-four percent of the participants were 
employed at the time of the survey, 34% were unemployed, 2% 
were students 13% were disabled, and 2% were retired. Ten 
percent of the population were by Medicaid, 9% were insured 
by Medicare, 1% had both Medicare and Medicaid, 8% had 
commercial insurance which mean that the insurance provider 
allowed the client to choose hospital, physicians, clinics. 
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Ten percent of the people surveyed were insured by a 
Health Maintenance Organization (HMO), 9% had coverage by a 
Preferred Provider Organization (PPO), 2% had coverage by a 
Medicare HMO, 14% were employed and without insurance 
coverage, and 37% were indigent which indicated that they 
were unemployed and without insurance coverage. The initial 
symptom reported by the participants in the research project 
identified 50% alcohol abuse, 24% complained of depression, 
12% admitted for a suicide attempt, 12% reported anxiety 
symptoms, and 1% of the population's initial complaint was a 
request for alcohol detoxification. The treatment phase in 
the emergency room consisted of triage of the client’s 
initial complaint, prioritizing and routing the patients to 
the appropriate treatment areas in the emergency room (e.g., 
fast track, trauma, and medicine). During treatment the 
patients are assessed for medical problems which may be 
related to their initial complaint. If and when the medical 
issues are resolved the patients are cleared for continued 
treatment in the most appropriate setting. Fifty-one 
percent of the participants were treated in a public 
psychiatric facility (East Jefferson) psychiatric unit, 21% 
were treated at Jefferson Parish out-patient substance abuse 
clinic, 20% were treated at Jefferson Parish out-patient 
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mental health clinic, 4% were treated at a private stand 
alone mental health and substance abuse hospital. Coverage, 
and 37% were indigent which indicated that they were 
unemployed and without insurance coverage. The initial 
symptom reported by the participants in the research project 
identified 50% alcohol abuse, 24% complained of depression, 
12% admitted for a suicide attempt, 12% reported anxiety 
symptoms, and 1% of the population's initial complaint was a 
request for alcohol detoxification. The treatment phase in 
the emergency room consisted of triage of the client’s 
initial complaint, prioritizing and routing the patients to 
the appropriate treatment areas in the emergency room (e.g., 
fast track, trauma, and medicine). During treatment the 
patients are assessed for medical problems which may be 
related to their initial complaint. If and when the medical 
issues are resolved the patients are cleared for continued 
treatment in the most appropriate setting. Fifty-one 
percent of the participants were treated in a public 
psychiatric facility (East Jefferson) psychiatric unit, 21% 
were treated at Jefferson Parish out-patient substance abuse 
clinic, 20% were treated at Jefferson Parish out-patient 
mental health clinic, 4% were treated at a private stand 
alone mental health and substance abuse hospital. 
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One percent was treated at an intensive outpatient 
program for substance abuse, 1% were treated at a private 
psychiatric hospital and 1% were referred to a community 
based outpatient program for counseling. 
The length of stay in the treatment facilities were as 
follows, 49% were treated for 1 week, 22% received treatment 
for 4 weeks, 9% were treated for two weeks, 7% were treated 
for 3 weeks, 8% were treated for 3 days, 4% were treated 
were treated for five weeks, 1% were treated for two days, 
and 1% were treated for six weeks. 
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Table 1 
Crosstabulation of Pre-Anxiety, Post-Anxiety and Alcohol 
Relapse 
Post-Anxiety 
 Low Moderate High Total 
Relapse Pre-Anxiety 
One Drink Pre-anxiety Low 1 1 
Moderate 3 2 5 
High 3 25 28 
Total 7 27 34 
Two Drinks Pre-anxiety Moderate 1 1 1 3 
High 1 2 16 18 
Total 1 3 17 21 
Three Drinks Pre-anxiety High 10 10 
Total 10 10 
Intoxicated Pre-anxiety High 1 1 
Abstinence Pre-anxiety Moderate 2 3 2 7 
High 2 3 14 17 
Total 2 6 16 24 
N=90 
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The symptoms reported after treatment revealed the 
following post-test scores. Seventy-nine percent of the 
population reported high levels of anxiety. Sixty-eight 
percent report high levels of post depression, and fifty-two 
percent reported a high level of alcohol abuse. Thirty-eight 
percent reported that they relapsed by taking one drink, 23% 
stated that they relapsed with two drinks, 11% reported 
relapse with three drinks, 1.1% reported that they drank 
until they were totally intoxicated and 27% reported no 
alcohol use after completing treatment. 
The crosstabulation in Table 1 indicates that two 
thirds of the participants in the study continued to 
experience anxiety subsequent to treatment. Seventy-three 
percent reported that they relapsed after being treated in 
an alcohol treatment program. Twenty-seven percent of the 
participants reported that although they continued to 
experience moderate and high levels of anxiety they were 
able to abstain subsequent to alcohol abuse treatment. One 
percent of the population reported that as soon as they were 
discharged from a treatment program they drank until they 
were intoxicated. Participants who report moderate to high 
levels of anxiety on both the pre anxiety and post anxiety 
test are more likely to have relapsed on one to two drinks 





Low Moderate High Total 
Relapse Pre -anxiety 
One Drink Pre-anxiety Low l 1 
Moderate l 4 5 
High 4 4 20 28 
Total 4 5 25 34 
Two Drinks Pre-anxiety Moderate 1 1 1 3 
High 2 7 9 18 
Total 3 8 10 21 
Three Drinks Pre-anxiety High 1 2 7 10 
Total 1 2 7 10 
Intoxicated Pre-anxiety Moderate 
High 1 1 
Total 1 1 
Abstinence Pre-anxiety Moderate 1 3 3 7 
High 3 14 17 
Total 1 6 17 24 
N=90 
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Thirty-eight percent of the participants in the study 
who reported moderate to high levels of anxiety on both the 
pre-anxiety and post-depression test relapsed by taking at 





Male ® Male 
51% □ Female 
Figure 1. Descriptive Statistics of Gender 
Figure 1 illustrates the percentage of the population in the 
study by (Gender). Forty-nine percent of the participants 
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■ Suicide Attempt 
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^Anxiety 
Figure 2. Descriptive Statistics of Symptom 
Figure 2 is a descriptive statistic indicating a breakdown 
of the participants in the study by (Symptoms). The symptom 
is the complaint that the individuals reported upon in-take 
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Figure 3. Demographic of Insurance Resource 
Figure 3 provides a breakdown of the participants in the 











Figure 4. Demographic of Race 
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Figure 5. Educational Experience 
Figure 5 provides a breakdown of the participants in the 
study (by Educational Experience). 
N=90 
Treatment Program Type 
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S.A. Clinic P.H. Public M.H. Clinic C.D. Unit P.H. Private I.O.P. Counseling 
Figure 6. Demographic Treatment Program Type 
Figure 6 indicates the type of treatment program that each 




Married Single Separated Divorced Widowed 
Figure 7. Demographic of Marital Status 





Crosstabulâtion of Sex, Post-Anxiety, and Post -Depression. 
Depression 
Post Anxiety  Low Moderate Hiah Total 
Low Sex Male 1 1 
Female 1 1 2 
Total 1 2 3 
Moderate Sex Male 1 2 3 6 
Female 1 1 8 10 
Total 2 3 11 16 
High Sex Male 9 6 24 39 
Female 5 27 32 




Crosstabulation of Post Alcohol Abuse, Sex and Post- 
Depression . 
Depression 
Post Alcohol Abuse Low Moderate High Total 
Low Sex Male 1 2 3 
Female 1 1 5 7 
Total 2 1 7 9 
Moderate Sex Male 5 3 6 14 
Female 1 3 18 22 
Total 6 9 24 36 
High Sex Male 4 5 20 29 
Female 3 15 18 




Table 5 is a Crosstabulation of Post-Anxiety and Pre-Anxiety 
by Sex. 
Pre-Anxiety 
Low Moderate High Total 
Low Sex 
Male 1 1 
Female 2 2 
Total 3 3 
Moderate Male 1 5 6 
Female 2 8 10 
Total 1 7 8 16 
High Male 4 35 39 
Female 1 31 32 




Table 6 is a Crosstabulation of Pre-Anxiety, and Post- 
Depression by Sex. 
Pre-Anxiety 
Post Depression Low Moderate High Total 
Low Sex 
Male 2 6 8 
Female 1 1 
Total 2 7 9 
Moderate Male 3 7 10 
Female 2 9 11 
Total 5 16 21 
High Male 1 5 2 28 
Female 3 28 32 




Crosstabulation of Post-Depression. Alcohol Abuse and Race. 
Alcohol Abuse 
Post Depression Race Low Moderate High Total 
Low White 1 3 2 6 
Black 1 1 2 
Hispanic 1 1 
Total 1 4 4 9 
Moderate White 2 5 8 15 
Black 2 9 2 4 
Hispanic 1 1 2 
Total 4 6 11 21 
High White 17 32 49 
Black 1 4 3 8 
Hispanic 1 1 2 3 




Crosstabulation of Pre-Anxiety, Post-Depression and Race. 
Pre-Anxiety 
Post Depression Race Low Moderate High Total 
Low White 1 2 2 5 
Black 2 2 
Total 1 4 4 9 
Moderate White 6 19 25 
Black 3 5 8 
Hispanic 3 3 
Total 9 27 36 
High White 2 38 40 
Black 4 4 
Hispanic 











Figure 8. Pre-Anxiety Scores of the Population 












Figure 9. Post Anxiety Scores 












Figure 10. Pre-Depression Scores 
Figure 10 is a graph of the pre-depression scores 










Figure 11. Post Depression Scores 
Figure 11 is a graph of the post depression scores for the 
participants in the study. 
N=90 
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Figure 12. Relapse Subsequent to Treatment 
Figure 12 is a graph that indicates the percentage of the 











■ Low High 
57% 
Figure 13. Pre-Alcohol Abuse Scores 
Figure 13 illustrates the pre-alcohol abuse scores as 
reported on the survey. 
N=90 
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Figure 14. Post Alcohol Abuse Score 
Figure 14 illustrates the participant's report of alcohol 
abuse on the post-test. Indicating marginal change in their 
use of alcohol after treatment. 
N=90 
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Table 9. Inferential Statistical Correlation Matrix 
Post Pre Post Employment Education Marital Pre 
Post Symptom Relapse 
Status Anxiety Anxiety Depression Depression Abuse Abuse 
Alcohol 
Employment 1.000 
Education .200 1.000 
Marital Status. .491 .050 1 . 000 
Pre-Anxiety . 043 . 066 . 121 1.000 
Post Anxiety . 010 .127 .047 .574 1.000 
Pre- Depression -.020 - • . 066 . 125 .076 -.001 1 . 000 
Post Depression - .052 .050 .031 .065 .182 . 596** 1.000 
Alcohol Abuse A. - . 092 . 182 .032 .415** .474** - .002 .186 1.000 
Post Alcohol A. - . 156 . 163 .051 .483** .586** . 086 .219* .695** 1.000 
Symptom . 180 .006 .125 .078 .034 . 121 -.244* -.064 -.083 1.000 
Relapse - . 151 .011 ■ - . 102 -.075 -.147 . 114 .086 -.117 -.121 -.065 .000 
**, Correlation is significant at the 0.01 level (2-tailed), 
*, Correlation is significant at the 0.05 level (2-tailed). 
Table 9. (Continued) Pearson Correlation 
Employment Education Marital Pre Post Pre Post Alcohol Post Symptom Relapse 
Status Anxiety Anxiety Depression Depression Abuse Abuse 
Employment 
Education .059 
Marital Status .000 
Pre-Anxiety .690 
Post Anxiety .924 
Pre-Depression .851 
Post Depression .629 
Pre-Alcohol Abuse .390 





234 .663 .000 
538 .239 .474 
642 .771 .543 
087 .762 .000 
125 .632 .000 
956 .242 .464 
921 .339 .485 
.989 
.087 .000 
.000 . 983 . 079 
.000 .418 . 038 
.747 .255 .020 
.166 .286 .521 
.000 
.550 .438 
.272 .255 .544 
**, Correlation is significant at the 0.01 level (2-tailed). 
*, Correlation is significant at the 0.05 level (2-tailed). 
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Table 10. 
Table 10 represents regression analysis of the variables. 
The predictor variable is (constant) is Post Anxiety. The 
Dependent variable is Post Alcohol Abuse. 
Model Variable Entered Variable Removed Method 
1 Post-Anxiety Stepwise 
a. Dependent Variable: Post Alcohol Abuse 
Model Summary 
Source N=90 
Model Sum S df MS R R2 Beta F F- 
Psig. 
1 Regression 12.443 1 12.443 .586 .344 .742 46.049 •000a 
Residual 23.779 88 .270 
Total 36.222 89 
a. Predictors: (Constant), Post Anxiety 
b. Dependent Variable: Post Alcohol Abuse 
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Regression Analysis 
Table 10. (Continued) 
CoefficientSa 
Model Unstandardized Standardized 95% Confidence B 
1 Coefficients Coefficients Lower Upper 
 B Sta. Error Beta t Sig. Bound Bound 
1 (Constant) .401 .306 1.309 .194 -.208 1.009 
Post Anxiety .742 .109 .586 6.786 .000 .524 .959 






Post-Alcohol Abuse 2.44 
Post-Depression 2.57 
Standard Deviation Number 
3.77 90 
.42 90 
. 64 90 
. 67 90 
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Regression Analysis 





Relapse Pre-Anxiety Post Alcohol Abuse Post Depression 
Relapse 1.000 - .120 - .185 .083 
Pre-anxiety - .120 1.000 .483 .065 
Post Alcohol Abuse - .185 .483 1.000 .219 
Post Depression .083 . 065 .219 1.000 
Relapse .131 .040 .219 
Pre-Anxiety .131 .000 .272 
Post Alcohol Abuse .040 .000 .019 
Post Depression .219 .272 .019 
Variable entered/Removeda 




One-Sample statistics of the participant’s demographics and 
the independent variables. The groups are divided into pre¬ 
test and post-test groups to identify differences. This 
first group is the Pre-test group. 
GROUP I PRE-T-TEST SCORES 
N Mean Sta. Deviation Sta. Error Mean 
Sex 90 1.4889 . 5027 5.299E-02 
Relapse 90 2.56 1.63 . 17 
Education 90 5.69 2.32 .24 
Treatment Program 90 2.22 1.11 .12 
Symptoms 90 2.27 1.21 . 13 
Marital Status 90 1.9889 .8413 8.868E-002 
Employment Status 90 1.93 1.17 . 12 
Pre-Anxiety 90 2.81 .42 4.44E-02 
Alcohol Abuse 90 2.51 . 62 6.56E-02 
Post Depression 90 2.59 . 70 7.39E-02 
N=90 
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Table 11. (CONTINUED) 
GROUP I PRE-T-TEST SCORES 
T-Test 95% Confidence Difference 
t df Sia. (2 -tailed) Mean 
Difference Lower Upper 
Sex 28.099 89 .000 1.4889 1.3836 1.5942 
Relapse 14.881 89 . 000 2.56 .21 2.90 
Education 23.305 89 . 000 5.69 5.20 6.17 
Treatment 19.000 89 . 000 2.22 1.99 2.45 
Symptom 17.820 89 . 000 2.27 2.01 2.52 
Marital S. 22.428 89 . 000 1.9889 1.8127 2.1651 
Employment 15.691 89 . 000 1.93 1.69 2.18 
Pre. Anxiety 63.317 89 . 000 2.81 2.38 2.90 
Pre Aie. 38.269 89 . 000 2.51 2.38 2.64 




GROUP II POST T-TEST SCORES 
One-Sample statistics of the participant’s demographics and 
the independent variables. The groups are divided into pre 
and post group to identify differences. The second group is 
the Post-test group. 
N Mean Sta. Deviation Sta. Error 
Mean 
Sex 90 1.4889 .5027 5.299E-02 
Relapse 90 2.56 1.63 . 17 
Education 90 5.69 2.32 .24 
Treatment 90 2.22 1.11 . 12 
Symptoms 90 2.27 1.21 . 13 
Post Anxi 90 2.76 . 50 5.31E-02 
Post Dep 90 2.57 . 67 7.08E-02 
Post Alco 90 2.44 . 64 6.72E-02 
Marital 90 1.9889 . 8423 8.868E-02 
Employ 90 1.93 1.17 . 12 
N=90 
136 
GROUP II POST T-TEST RCORRR 
Table 12. (CONTINUED) 
T-Test 95% Confidence Difference 
t df Sig. (2-tailed) Mean Difference Lower Upper 
Sex 28.099 89 . 000 1.4889 1.3836 1.5942 
Relapse 14.881 89 . 000 2.56 2.21 2.90 
Education 23.305 89 . 000 5.69 5.20 6.17 
Treatment 19.001 89 . 000 2.22 1.99 2.45 
Symptom 17.820 89 . 000 2.27 2.01 2.52 
Post Anxiety 51.851 89 . 000 2.76 2.65 2.86 
Post Dep. 36.276 89 . 000 2.57 2.43 2.71 
Post Ale. Use 36.350 89 .000 2.44 2.31 2.58 
Marital Status 22.428 89 . 000 1.9889 1.8127 2.1651 
Employment 15.691 89 . 000 1.93 1.69 2.81 
N=90 
CHAPTER V 
FINDINGS AND CONCLUSIONS 
The statistical findings indicate that there is a 
strong relationship between high levels of anxiety and 
alcohol use. The study uncovered a relationship between 
high levels of anxiety that when unresolved by treatment is 
related to depression and continued alcohol abuse. The 
statistical data indicates that individuals who receive 
treatment for alcohol abuse, anxiety disorders, depression, 
psychoses as evidenced by suicidal thoughts, have minimal 
relief of their symptoms when treated by the traditional 
treatment modalities. The study showed that there was no 
significant impact from treatment to reduce the episodes of 
alcohol abuse subseguent to treatment when the initial 
scores for anxiety and depression were high. This showed 
that individuals who reported high levels of post-anxiety 
continued to drink alcohol possibly, as a means of coping 
with their symptoms of anxiety. Recent studies have shown 
an under diagnosis of anxiety and depression in the general 
population. This study supports the theory linking anxiety, 
depression, alcohol abuse, and alcohol relapse. 
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The significance of this link is to change the focus of 
social policy and ultimately political policies addressing 
the appropriations, allocations, and delivery of services 
to this population of individuals who suffer from anxiety, 
depression and alcohol abuse. The denial that exists in our 
society today concerning the depth of the problem 
demonstrates a lack of social consciousness. Present policy 
issues geared to addressing the problem of alcohol abuse 
negates the illness those alcohol abusers suffer. 
Therefore, policy is weighted heavily in the form of 
punitive enforcement. The irony of the situation is that 
the policies and laws on the books protect the makers, 
distributors and the retailers of a substance but punish 
the user of alcohol. Alcohol should be regulated in the 
same fashion as a controlled substance with dosing and side 
effect information. The extent of alcohol regulation 
presently is in the form of age restriction. The regulation 
should be expanded, citing the social damage that the 
substance can cause in the hands of individuals who have a 
social emotional illness. This study uncovered the misery 
that many families face when a member in the family is an 
alcohol abuser. Some families deny the problem's existence. 
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Some families inadvertently support the behavior and other 
families expel the family member from the home. 
It was reported by many of the studies' participants 
that their families or the treatment program in which they 
participated did not address their anxiety and depression. 
The issue of un-addressed problems in treatment is a 
significant issue that is related to an alcohol relapse. A 
majority of the participants in the study reported that the 
first thing that they did when they were discharged from a 
treatment program, was having a drink of alcohol. The 
problem with the relapse is that the participants would not 
stop with one drink but have multiple drinks. According to 
the study there was no relationship between the length of 
treatment and abstinence. The link of abstinence that was 
24% of the population, was related to the youth of the 
respondents, their intact support system and depth of their 
problem. Those who were abstinent tended to be younger, 
employed, in a stable relationship and no family history of 
alcohol abuse. The correlation analysis demonstrates a 
significant association of <(.05) or more with the 
following variables: Relapse and Post- Depression (.521), 
Relapse and Education (.921), Post-Depression and Education 
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(.642), Pre-Anxiety and Post-Alcohol Abuse (.415**), 
Marital Status and Post-Anxiety (.663), Employment and 
Post-Anxiety (.924), Employment and Post Depression (.851), 
Education and Relapse (.921), Post-anxiety and Post-Alcohol 
Abuse (.000), Pre-Anxiety and Post-Alcohol Abuse (.000). 
The regression analysis identified Post-Anxiety as having 
the greatest impact in making changes on the dependent 
variable (e.g., Post-alcohol abuse). The un-standardized 
coefficient is (.742), the standardized coefficient is 
(.586) at a 95% confidence level with the lower bounds 
being (.524) and the upper bounds being (.959). R2 is (.334) 
indicating that a third of the population continued to 
experience high levels of anxiety subsequent to treatment, 
resulting in relapse. 
The relationships between pre-anxiety, and post¬ 
anxiety with alcohol use prior to treatment and lingering 
subsequent to treatment indicates that the problem that 
caused the client to drink continues to be a focus of the 
problem after treatment. This is an indication that either 
the client did not report a problem of anxiety of the 
treatment program did not assess the client for those 
symptoms. The implications for treatment providers are to 
141 
educate staff through staff development programs, utilize 
assessment tools sensitive to anxiety as an intake measure 
and assess the client for psychosocial environmental and 
intrapersonal that may indicate a personality pattern of 
anxiety. An alcohol abuser usually cannot express that they 
are experiencing anxiety. In the assessment process they 
can tell what is not satisfying in their life and they can 
express physical symptoms. Usually, the clients cannot 
relate the negative thoughts to their physical symptoms but 
when they experience the symptoms they can tell you that 
they drink to reduce the noxious effects of the physical 
symptoms. It is at this point if the clinician had not 
already done so, utilizing an anxiety tool in conjunction 
with a depression scale. 
CHAPTER VI 
IMPLICATIONS 
The implication for social work and policy change is 
significant. The outcome of the study is in alignment with 
the problems identified by individuals with the condition 
of alcohol abuse. The problems are noted as, 1) limited 
access to treatment, 2) lack of individualized treatment, 
3) lack of identification of psychosocial triggers to 
alcohol abuse, 4) lack of therapy addressing psychosocial 
stressors, 5) treatment focus on the behavior of alcohol 
abuse, 6) treatment focus on the individual's maladjustment 
without addressing the psychosocial conditions, 7) 
treatment dynamics utilize group processes, 8) treatment 
lack of focus on comorbidity issues, 9) treatment programs' 
lack of coordination and collaboration with mental health 
issues and 10) expense of good treatment is out-of-reach of 
the poor and middle class. Treatment of alcohol abuse in 
the absence of identification of the social cues and 
triggers leading to the addictive behavior is partial 
treatment that is evident in the high recidivism rate and 
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the insignificant differences indicated by the pre-test and 
post-test group scores on the (T-Test). Although, 
professionals in their work with individuals with alcohol 
abuse educate the individual of all the consequences of 
their behavior, they continue to drink. 
The reason why they continue to drink is because the 
trigger, which influenced them to drink, is unresolved and 
the pervasiveness of their problems maintaining the 
drinking behaviors are unresolved or misunderstood. A 
person will not stop the maladaptive behavior if there is 
no clear understanding of the etiology of the behavior, 
particularly, if there is a perceived payoff from the 
behavior. It is important that policies are developed to 
address the needs of individuals with alcohol abuse because 
of the massive individual, property, and family loss, as a 
result of, this pervasive social problem. The economic cost 
related to the outcomes produced by alcohol treatment in 
present operation will be better used in programs that are 
geared toward therapy. Therapy is expensive and long-term 
but the benefits outweigh the cost involved. The long-term 
benefit will be in the measure of saved lives, property, 
and family life. Therapy as a treatment modality will 
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benefit society by decreasing the crime rate. Alcohol 
abuse is associated with many robberies, assaults, rapes, 
and murders. Lives will be saved as evidenced by a decrease 
in motor vehicle accidents and injuries in the workplace, 
thereby, creating a reduction in insurance rates. There 
will be a decrease in the numbers of deaths and illnesses 
from alcohol related medical problems. The legislative 
entities across the country will benefit from the rippling 
effect in the change in policy for the treatment of alcohol 
abuse. 
It is culturally driven by our society that our needs 
are met quickly and no one wants to wait or to have things 
improve over time. In many cases individuals place pseudo 
deadlines on when things are to occur (e.g., marriage, 
education, home purchase, landing the big job and having 
children). Consequently, when things go wrong in our lives 
we expect corrective action swiftly (e.g., crisis 
orientation). Since it is almost natural for individuals in 
our society to operate in the crisis mode, the emergency 
room is the quickest venue to access assistance when an 
individual impulsively decide they need help. Usually, 
planning to seek treatment in the community based alcohol 
145 
treatment programs is not an option because individuals 
don't tend to have emergencies for addictive behaviors from 
9 a.m. to 5 p.m.. This is the time when the individuals are 
usually drinking. It is not until some conseguence occurs 
that one seeks assistance. It would be appropriate to 
imply that the emergency room is the most accessible place 
to contact individuals with alcohol abuse, during their 
time of need. If for no other reason as to the time of 
operation is matched with the crisis period in which this 
population usually seeks assistance. The problem that 
exists in the treatment of alcohol abuse is in the social 
emotional area. The emotional issues are the concern that 
led the individual to the use of alcohol, as a means of, 
self-medication. The emotional pain and physical symptoms 
of anxiety are not addressed in the emergency room. The 
reason why this issue is not addressed is because no 
research has evaluated this as being a problem. East 
Jefferson Hospital has an opportunity to be a trailblazer 
in the area of treatment of alcohol abuse. East Jefferson 
Hospital by implementation of a new alcohol abuse program 
will subseguently, relieve the community of other social 
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ills. Reducing the instance of alcohol abuse will 
consequently, reduce assaults, robberies, rapes, motor 
vehicle accidents and individuals driving under the 
influence of alcohol. Public policy has to be the first 
resource accessed to implement change. Therefore, this 
research was necessary to identify the gap in services and 
to spark an interest by community providers to change the 
status quo. East Jefferson Hospital needs the support of 
the community, state government and parish council to 
expand its facilities to address this identified community 
need. 
This study has identified the need and the future 
benefit to the community once it is implemented. East 
Jefferson Hospital needs to expand its current psychiatric 
bed space from a 24-bed unit to a 100-bed unit. This 
expansion is appropriate and necessary to serve the needs 
of the citizens of Jefferson Parish. In order to 
adequately address the emotional, substance abuse issues 
and psychosocial needs of the citizens of Jefferson Parish, 
a proposed expansion should include 20 beds for children, 
20 beds for adolescents, 40 beds for psychiatric patients 
and 20 beds for the treatment of alcohol abuse. 
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Recommendations 
The recommendation based on the outcome of this study 
is best resolved by implementation of policies that suggest 
therapy for individuals who have been identified as alcohol 
abusers (e.g., individuals with problems of anxiety and 
depression as the triggers of their frequent alcohol abuse 
and relapse behavior). The recommendation for treatment 
should include the following plan and assessment: 
1. Assess for referral for Medication Evaluation, 
patients with heightened anxiety, withdrawal, lack of 
sleep, obsessive thoughts and compulsive behaviors may 
benefit from the use of psychotropic medications. If 
there are multiple problems associated with 
depression, this information may be conveyed to a 
physician for treatment. The treatment for anxiety and 
depression is expensive and extensive. This is why 
many treatment programs design treatment focused on 
the alcoholic's behavior. The following is an example 
of how extensive treatment should be in order to 
effectively treat alcoholism and the triggering 
mechanisms of anxiety and depression. 
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Appendix A: Treatment of Anxiety 
According to Johnson (1997) treatment of anxiety 
should cover the following assessment plan. 
A. Validate person's emotional experience. 
B. Identify factors contributing to anxiety. 
C. Problem solve factors contributing to anxiety 
1. What is the problem? 
2. Brainstorm various choices for dealing with the 
problem if it is within the person's control. 
3. Make a decision and follow through. Have a 
contingency plan. 
4. If it is out of the person's control encourage 
them to let go of it. 
D. Explore methods of managing anxiety (Johnson, 
1997). 
1. Relaxation techniques, including deep breathing 
2. Distracting, pleasurable activities 
3. Exercise 
4. Meditation 
5. Positive self-talk 
E. Assess medication for effectiveness and for adverse 
side effects. 
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F. Educate regarding signs of escalating anxiety and 
various techniques for interrupting the progression 
of these symptoms. Also explore possible physical 
etiology or exacerbation of anxiety. 
G. Fear 
1. Explore the source of the fear. 
2. Clarify the reality of the fear base. Encourage 
venting of feelings of fear. If the fear is 
irrational the person must accept the reality of 
the situation before any changes can occur. 
3. Develop alternative coping strategies with 
active participation of the person. 
4. Encourage the persons to make their own choices 
and to be prepared with a contingency plan. 
5. Use of Systematic Desensitization to eliminate 
fear with gradual exposure to the feared object 
or situation (exposure can be real, or presented 
through the use of visual imagery). 
6. Use of Implosion Therapy where exposure to the 
feared object or situation is not gradual, but 
direct and is referred to as a flooding. 
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7. Educate person regarding role of internal, self¬ 
talk to feelings of fear. And develop 
appropriate counter statements. 
H. Manage obsessive thoughts and compulsive behaviors. 
1. Patients with obsessive thoughts should be 
encouraged to engage in reality testing and to 
relate themselves into productive and 
distracting activity. 
2. Patients with compulsive behavior should develop 
a step-wise reduction in the repetition of 
ritual behaviors (medication can be very helpful 
for managing (OCD). 
I. Positive feedback and reinforcement for efforts and 
accomplishments. 
1. Ineffective coping mechanisms. 
A. Identify the factors which escalate anxiety 
and contribute to difficulty coping. 
B. Identify ritualistic patterns of behavior. 
C. Educate regarding the relationship between 
emotions and dysfunctional/compulsive 
behavior. 
D. Develop daily structure of activities. 
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E. Gradually decrease time allotted for 
compulsive ritualistic behaviors, utilizing 
daily structure of activities that acts to 
substitute more adaptive behaviors. 
F. Positive feedback and reinforcement for effort 
and change to shape behavior. 
G. Teach technigues which interrupt dysfunctional 
thinking and behaviors such as relaxation 
techniques, meditation, thought stopping, 
exercise, positive self-talk, visual imagery, 
etc. 
H. Facilitate shaping of social interaction to 
decrease avoidance behavior. 
1. Ineffective Problem Solving. 
A. Teach problem-solving skills. 
B. Develop some realistic sample problems 
and give homework to practice new 
skills. 
C. Identify secondary gains, which inhibit 
progress toward change. 
2. Self-Care Deficiency 
A. Support person to independently fulfill 
daily grooming and hygiene tasks. 
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B. Adequate nutrition. 
C. Regular exercise. 
D. Engaging in activities and being with 
people, all of which contribute to 
feelings of wellness. 
E. Use of positive self-talk and 
affirmations. 
F. Positive feedback and reinforcing 
efforts and accomplishments. 
G. Time management. 
H. Prioritizing demands/tasks. 
I. Development and utilization of support 
system. 
6. Feels Lack of Control Over Life. 
A. Break down simple behaviors and 
necessary tasks into manageable steps. 
B. Provide choices that are in their 
control. 
C. Support development of realistic goals 
and objectives. 
D. Encourage participation in activities 
in which the person will experiences 
success and achievement. 
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E. Facilitate development of problem¬ 
solving skills. 
F. Facilitate shaping of social interaction 
to decrease avoidance behavior. 
7. Ineffective Communication 
A. Assertive communication. 
B. Anger management. 
C. Role-playing and rehearsal, problem 
solving appropriate response choices 
in various situations. 
D. Positive feedback and reinforcement. 
E. Learn to say "no", avoid manipulation, 
set limits and boundaries. 
8. Irrational Thinking/Beliefs 
A. Identify negative statements the 
person makes to themselves. 
B. Identify the connection between anxiety 
and self-talk. 
C. Develop appropriate, reality-based 
counter statements and substitute them 
for the negative ones. 
D. Keep a daily record of dysfunctional 
thoughts to increase awareness of 
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frequency and impact on emotional 
state. 
E. Disrupting dysfunctional thoughts or 
increase awareness for internal self¬ 
talk, distracting activity, and using 
thought stopping. 
1. Irrational beliefs identify false 
beliefs (brought from childhood, 
integrated parental statements). 
2. Challenge mistaken beliefs with 
rational counter-statements. 
3. Identify effect that irrational 
beliefs have on emotions, relationship 
with self and others, and choices 
person makes. 
G. Self-Defeating Beliefs/ Behaviors Which 
Perpetuate Anxiety. 
1. Identify needs or tendencies, which 
predispose person to anxiety. 
a. Need to control. 
b. Perfectionism 
c. People pleasing with strong need for 
approval. 
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d. Ignoring signs of stress. 
e. Self-critical. 
f. Perpetual victim role. 
g. Pessimistic, catastrophes. 
h. Chronic worrier. 
9. Low Self-Esteem 
A. Self-Care. 
1. Identifying needs. 
2. Setting appropriate limits and boundaries. 
3. Safe, stable environment. 
B. Identifying realistic goals, expectations, and 
limitations. 
C. Identify external factors that have negatively 
affected self-esteem. 
D. Overcome negative attitudes toward self. 
E. Issues of physical well-being (exercise and 
nutrition) and positive body image. 
F. Assertive communication. 
G. Identifying feelings that have been ignored or 
denied. 
H. Positive self-talk, affirmation. 
I. Focus on efforts and accomplishments. 
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J. Positive feedback and reinforcements,(Johnson, 
S. 1997). 
10. Ineffective Stress Management. 
A. Facilitate development of stress management 
techniques. 
1. Deep breathing. 
2. Progressive muscle relaxation. 
3. Visual imagery/meditation. 
4. Time management. 
5. Self-care. 
11. Educate Person/Family 
A. Facilitate increased understanding of etiology, 
course of treatment, and the family role in 
treatment. Medical examination, to rule out any 
physical etiology. 
B. Encourage person's participation in treatment 
planning. 
C. Educate regarding the nervous system and that 
it is impossible to feel relaxed and anxious at 
the same time. Therefore, mastery of Stress 
Management techniques such as progressive 
muscle relaxation works to slowly intervene and 
diminish the symptoms of anxiety. 
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D. Educate regarding the use of medication, how 
it works, the side effects, and the need to 
make the prescribing physician aware of their 
reaction/responses to the medication for 
monitoring (the anxious person may need the 
reassurance from the physician about the 
medication and how to use it on more than one 
occasion). Some anti-anxiety medication 
depressed mood. 
12. General Side Effects of Medication. 
A. Physical and Psychological Dependence. 
B. May Escalate Symptoms of Depression. 
C. Drowsiness. 
D. Nausea/Vomiting. 
E. Orthostatic Hypertension. 
F. Dry Mouth. 
G. Blood Dyscrasias-if there is easy bruising, 
sore throat, fever, malaise, or unusual 
bleeding, report these symptoms immediately 
to the physician. 
If the person reports having any side effects to the 
medication, consult the prescribing physician immediately 
and encourage the person to do the same. For the individual 
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who suffers from an anxiety disorder internal dialogue, 
interpretation of their experience, and feeling/belief that 
something negative is about to happen or will happen 
significantly affects ability to effectively cope. Their 
cognitive distortions act, in part, as a set up for a self- 
fulfilling prophecy. That is what makes them difficult to 
treat. They believe that their fears have been validated by 
their experiences. However, it is actually their negative 
thinking and distorted beliefs that are keeping them stuck. 
If they can be supported to adhere to a program of 
cognitive-behavioral interventions they are likely to 
experience a dramatic change in their level of distress. 
This requires a trusting therapeutic relationship so that 
the person feels confident of your support and knowledge 
(Johnson, 1997, p. 49-53). 
159 
Appendix B. Aaron T. Beck Anxiety Scale 
The following figure is an instrument used to assess levels 
of anxiety. 
Instrument Anxiety 
Aaron T. Beck Anxiety Scale 
BA I 
NAME DAT E  
Below is a list of common symptoms of anxiety. Please 
carefully read each item in the list. Indicate how much you 
have been bothered by each symptom during the past week, 
including today, by placing an x in the corresponding space 
in the column next to each symptom. 
BECK ANXIETY SCALE (BAI) 
Symptoms of Anxiety 
Not at All Mildly Moderately Severely 
1. Numbness or Tingling ... ... ... ... 
2. Feeling Hot ... ... ... ... 
3. Wobbliness in Legs ... ... ... ... 
4. Unable to Relax ... ... ... ... 
5. Fear of Worst Happening ... ... ... ... 
6. Dizzy of Lightheaded ... ... ... ... 
7. Heart Pounding or Racing... ... ... ... 
8. Unsteady 
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9. Terrified ... ... ... ... 
10. Nervous ... ... ... ... 
11. Feeling of Choking ... ... ... ... 
12. Hand Trembling ... ... ... ... 
13. Shaky ... ... ... ... 
14. Fear of Losing Control ... ... ... ... 
15. Difficulty Breathing ... ... ... ... 
16. Fear of Dying ... ... ... ... 
17. Scared ... ... ... ... 
18. Indigestion or discomfort 
in Abdomen ... ... ... ... 
19. Faint ... ... ... ... 
20. Face Flush ... ... ... ... 
21. Sweating Not Due 
to Heat ... ... ... ... 
Scoring Guidelines 
The BAI total score is the sum of the ratings given by 
the examinee for the 21 symptoms. Each symptom is rated on 
a 4-point scale ranging from 0-3. The maximum score is 63 
points. 
The scoring guidelines recommended in the 1993 Edition 
of the Manual differ slightly from those suggested in 
previous editions. The interested reader should refer to 
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the Introduction section of the Manual for a comparison of 
current and previous scoring guidelines. 
The BAI total score ranges are recommended for 
interpreting the intensity of self-reported anxiety. Total 
scores from 0-7 points are considered to reflect a minimal 
level of anxiety; scores of 16-25 reflect moderate anxiety; 
and scores 26-63 indicates severe anxiety. Researches 
addressing the sensitivity and specificity of these test- 
score ranges for detecting clinical anxiety however have 
not yet been conducted. Furthermore, some data suggest that 
the BAI total scores for women with anxiety disorders may 
be an average of 4 points higher than those for men with 
anxiety disorders. 
Such a gender difference in self-descriptions of 
anxiety symptoms should be taken into consideration when 
males and females having the same level of anxiety are 
compared and especially when the scores are near the upper 
ends of the ranges. A study of outpatients diagnosed as 
having anxiety disorders, reported later in the BAI manual 
that total anxiety scores are also inversely related to 




The BAI requires between 5 and 10 minutes to complete 
when it is self-administered. Oral administration generally 
takes 10 minutes. 
Interpretation of BAI 
The BAI total score yields only an estimate of the 
overall severity of anxiety described by a person, the 
clinician must consider the other aspects of psychological 
functioning exhibited by the person, particularly any co- 
morbid symptoms of depression. Patients with anxiety 
symptoms frequently complain of depressive symptoms, and 
the presence of suicidal ideation is an indicator of 
suicidal risk. It is for this reason that the Beck 
Depression Scale in conjunction with the BAI may be useful 
(Beck et al. , 1988, p. 895-897) . 
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Appendix C. Instrument to Measure Depression 
Aaron T. Beck Depression Scale (BDI) 
This questionnaire consists of 21 groups of 
statements. After reading each group of statements 
carefully. Circle the number (0,1,2,or 3) next to the one 
statement in each group which best describes the way you 
have been feeling the past week, including today. If 
served, statements within a group seem to apply equally 
well. Circle each one. Be sure to read all the statements 
in each group before making your choice. 
1) 0 I do not feel sad 
1 I feel sad 
2 I am sad all the time and I can't snap out of it 
3 I am so sad or unhappy that I can't stand it. 
2) 0 I am not particularly discouraged about the 
future. 
1 I feel discouraged about the future. 
2 I feel I have nothing to look forward to. 
3 I feel that the future is hopeless and that 
things cannot improve. 
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3) 0 I do not feel like a failure. 
1 I feel I have failed more than the average 
person. As I look back on my life, all I can see 
is a lot of failures. 
3 I feel I am a complete failure as a person. 
4) 0 I get as much satisfaction out of things as I 
used to. 
1 I do not enjoy thing the way I used to do. 
2 I do not get real satisfaction out of anything 
anymore. 
3 I am dissatisfied or bored with everything. 
5) 0 I do not feel particularly guilty. 
1 I feel guilty a good part of the time. 
2 I feel quite guilty most of the time. 
3 I feel guilty all the time. 
6) 0 I do not feel I am being punished. 
1 I feel I may be punished. 
2 I expect to be punished. 



















I do not feel disappointed in myself. 
I am disappointed in myself. 
I am disgusted in myself. 
I hate myself. 
I do not feel I am any worse than anybody else. 
I am critical of myself for my weaknesses or 
mistakes. 
I blame myself all the time for my faults. 
I blame myself for everything bad that happens. 
I do not have any thoughts of killing myself. 
I have thoughts of killing myself, but I would 
not carry them out. 
I would like to kill myself. 
I would kill myself if I had the chance. 
I do not cry anymore than usual. 
I cry more now than I used to. 
I cry all the time now. 
I used to be able to cry, but now I cannot cry 
even though I want to. 


















I get annoyed or irritated more easily than I 
used to. 
I feel irritated all the time now. 
I do not get irritated at all by the things that 
used to irritate me. 
I have not lost interest in other people. 
I am less interested in other people than I used 
to be. 
I have lost most of my interest in other people. 
I have lost all of my interest in other people. 
I make decisions about as well as I ever could. 
I put off making decisions more than I used to. 
I have greater difficulty in making decisions 
than before. 
I cannot make decisions at all anymore. 
I do not feel I look any worse than I used to. 
I am worried that I am looking old or 
unattractive. 
I feel that there are permanent changes in my 
appearance that make me look unattractive. 
I believe that I look ugly. 
I can work about as well as before. 
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1 It takes an extra effort to get started at doing 
something. 
2 I have to push myself very hard to do anything. 
3 I cannot do any work at all. 
16) 0 I can sleep as well as usual. 
1 I do not sleep as well as I used to. 
2 I wake up 1-2 hours earlier than usual and find 
it hard to get back to sleep. 
3 I wake up several hours earlier than I used to 
and cannot get back to sleep. 
17) 0 I do not get more tired than usual. 
1 I get tired more easily than I used to. 
2 I get tired from doing almost anything. 
3 I am too tired to do anything. 
18) 0 My appetite is no worse than usual. 
1 My appetite is not as good as it used to be. 
2 My appetite is much worse now . 
3 I have no appetite at all anymore. 
19) 0 I have not lost much weight, if any lately. 
1 I have lost more than 5 pounds. 
2 I have lost more than 10 pounds. 
3 I have lost more than 15 pounds. 












I am no more worried about my health than usual 
I am worried about my physical problems such as 
aches and pains; or upset stomach: or 
constipation. 
I am very worried about physical problems and it 
is hard to think of much else. 
I am so worried about my physical problems that I 
cannot think about anything else. 
I have not noticed any recent change in my 
interest in sex. 
I am less interested in sex than I used to be. 
I am much less interested in sex now. 
I have low interest in sex completely. 
Subtotal Page 1 
Subtotal Page 2 
Total Score 
The Psychological Corporation 
Harcourt Brace Jovanovich, Inc 
Copyright 1978 by Aaron T. Beck. All Rights Reserved. 
Printed in U.S.A. 
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CUT-Off BDI Scores for Adolescents & Adults 
Adolescents( Beck & Beck, 1972) Adults (Young, 1978) 






Normal Range 0-15 0-9 
Cut-Off Scores 
Mild 16-18 10- 15 
Mild to Moderate — 16- 19* 
Moderate 19-23 20- 29 
Severe 24-63 30- 63 
* 19 is the score used to differentiate depressed from non- 
depressed individuals. 
Interpreting The Beck Depression Inventory 
Total Score Levels of Depression 
1-10 These ups and downs are considered normal 
11-16 Mild mood disturbance 
17-20 Borderline clinical depression 
21-30 Moderate depression 
31-40 Severe depression 
Over 40 Extreme depression 
* A persistent score of 17 or above indicates you may need 
a professional treatment. David D. Burns, M.D., Feeling 
Good The New Mood Therapy, 1981. 
170 
Individuals who report physical symptoms of anxiety 
and emotional feelings of depression at times use alcohol 
to cope with the demands of daily life. In addition to 
assessing an individual's anxiety and or depression an 
assessment of the persons alcohol se is appropriate. The 
following is an instrument used to assess alcohol abuse. 
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Appendix D. Substance Abuse Instrument 
The following questions cover a wide range of topics to do 
with drinking. Please read each question carefully but do 
not think too much about its exact meaning. Think about 
your MOST APPROPRIATE heading. If you have any difficulties 
ASK FOR HELP. 
Never Sometimes Often Nearly Always 
1. Do you find difficulty 
in getting the thought 
of drinking out of your 
mind? ... ... ... ... ... 
2. Is getting drunk more 
important than your 
next meal? ... ...   
3. Do you plan your day 
around when and where 
you drink? ... ... ... ... 




5. Do you drink for the 
effect of alcohol 
without caring 
what the drink is? 
6. Do you drink as much as 
you want irrespective 
of what you are doing 
the next day? 
7. Given that many problems 
might be caused by alcohol 
do you still drink too 
much? 
8. Do you know that you 
would not be able to 
stop drinking once 
you start? 
9. Do you try to control your 
drinking by giving it up 
completely for days or weeks 
at a time? 
173 
10. The morning after a heavy 
drinking session do you 
need your first drink to 
get yourself going? 
10. The morning after a heavy 
drinking session do you 
wake up with a definite 
shakiness of your hands? 
11. After a heavy drinking 
session do you wake up 
and retch or vomit? 
12. The morning after a heavy 
drinking session do you go 
out of your way to avoid 
people? 
13. After a heavy drinking 
session do you see 
frightening things that 
later you realize were 
imaginary? 
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14. Do you go drinking and 
next day find you have 
forgotten what happened 
the night before?  ...   
The scoring method is simple: 'never' = scores zero, 
'sometimes' scores 1, 'often' scores 2 and 'nearly always' 
scores 3. The maximum possible score is therefore 45. The 
authors suggest that totals in the range 1-9 be considered 
low dependence, 10-19 medium dependence and 20 or greater 
high dependence. These cut-off points approximately divide 
the 'alcoholic' group between the medium and high ranges. 
Short Alcohol Dependence Data (SAPP) 
The SADD questionnaire was derived from the Alcohol 
Dependence Data (ADD) questionnaire. More narrowly focused 
than the ADD, the SADD was also intended to be easier and 
faster to use than previous measures. As reported in the 
original publication (Raistrick et al. 1983), the SADD was 
designed to be: A(i) suitable for patients seeking help 
with a drinking problem; (ii)a measure of present state 
dependence; (iii)sensitive across the full range of 
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dependence; (iv) sensitive to change over time; and (v) 
relatively free of sociocultural influence. 
Target Population 
Adults 
The scale is aimed at the general adult substance- 
abusing population, focusing primarily on those who are 
mildly to moderately dependent. 
The SADD is commonly used with male and female clients 
of addictions treatment program, although some studies have 
used the SADD with non-treatment samples. 
Administrative Issues 
15 items 
Pencil and paper self-administered or interview 
Time required: 2-5 minutes 
Administered by self or interviewer 
No training required for administration 
Scoring 
Time required: 5 minutes 
Scored by administrator 
No computerized scoring or interpretation available Norms 
available; norms on young male offenders. 
Raistrick, D., Dunbar, G., and Robin Davidson (1983). 
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Development of a Questionnaire to Measure Alcohol 
Dependence. The Journal of Addiction. 78: 89-95. 
There exist a general cycle of alcohol abuse. The focus of 
this study is to interrupt the cycle to allow the 
individual to grow. The best way to break the cycle is to 
uncover the triggers to the addictive behavior. Figure 15 
is an example of the cycle of alcohol abuse. 
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Appendix E. The Cycle of Alcohol Abuse 
PSYCHOSOCIAL STRESSORS 
AGITATIONS NOXIOUS FEELINGS 





Appendix F. Pearson Correlation 
Inferential Statistics 
Correlations 
Table 9 is Pearson Correlation (Coeficient/Cases/2-tailed 
Significance). 
Employment Education Marital Pre Post Pre Post Alcohol Post Symptom Relapse 
Status Anxiety Anxiety Depression Depression Abuse Abuse 
Employment 1.000 .200 .491** .043 .010 -.020 -.052 -.092 -.156 .180 -.151 
Education .200 1.000 .050 .066 .127 -.066 .050 .182 .163 .006 .011 
Marital S. .. 491 .050 1.000 .121 .047 .125 .031 .032 .051 .125 -.102 
Pre-Anxiety . 043 .066 .121 1.000 .547** .076 .065 .415 .483** .078 -.075 
Post Anxiety .010 .127 .047 .574 1.000 -.001 .182 .474** .586** .034 -.147 
P. Depression -.020 -.066 .125 .076 -.001 1.000 .596** -.002 .086 -.121 .114 
PO. Depression -.052 .050 .031 .065 .182 .596** 1.000 .186 .219* -.244 .068 
Alcohol Abuse -.092 .182 .032 .415** .474** -.002 .186 1.000 .695** -.064 -.117 
P. Alcohol A -.156 .163 .051 .483** .586** .086 .219* .695** 1.000 -.083 -.121 
Symptom .180 .006 .125 .078 .034 -.121 -.244* -.064 -.083 1.000 -.065 
Relapse -.151 .011 -.102 -.075 -.147 .114 .086 -.117 -.121 -.065 1.000 
**, Correlation is significant at the 0.01 level (2-tailed). 
*, Correlation is significant at the 0.05 level (2-tailed). 
179 
Appendix E. Pearson Correlation (continued) 
Table 9. 
Employment Education Marital Pre Post Pre Post Alcohol Post Symptom Relapse 
Status Anxiety Anxiety Depression Depression Abuse Abuse 
Employment .059 .000 .690 .924 .851 .629 .390 .143 .090 .154 
Education .059 .639 .538 .234 .538 .642 .087 .125 .956 .921 
Marital S. .000 .639 .257 .663 .239 .771 .762 .632 .242 .339 
Pre-Anxiety .690 .538 .257 .000 .474 .543 .000 .000 .464 .485 
Post Anxiety .924 .234 .663 .000 .989 .087 .000 .000 .747 .166 
Pre-Depression .851 .538 .239 .474 .989 .000 .983 .418 .255 .286 
Post 
Depression .629 .642 .771 .543 .087 .000 .079 .038 .020 .571 
Pre-Alcohol 
Abuse .390 .087 .762 .000 .000 .983 .079 .000 .550 .272 
Post Alcohol 
Abuse .143 .125 .632 .000 .000 .418 .038 .000 .438 .255 
Symptoms .090 .956 . .242 .464 .747 .255 .020 .550 .438 .544 
Relapse .154 .921 .339 .485 .166 .286 .521 .272 .255 544 
**, Correlation is significant at the 0.01 level (2-tailed). 
*, Correlation is significant at the 0.05 level (2-tailed). 
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Appendix G. Health Issues Involving Alcohol Abuse 
Percentage of Health Problems that Could Be Prevented 
If individuals abstained from drinking alcohol beverages 
27% Brain Tumor 
13% Breast Cancer 
25% Burns (including other drug use) 
40% Cardiomyopathy 
74% Cirrhosis 
17% Colorectal Cancer 
11% Dementia (including other drug use) 
09% Duodenum Ulcers 
30% Epilepsy 
80% Esophageal Cancer (including tobacco use) 
50% Head and neck cancer (including tobacco use) 
80% Laryngeal cancer-females (including tobacco use) 
94% Laryngeal cancer-males (including tobacco use) 
29% Liver cancer 
85% Oral cavity cancer (includes smokeless tobacco 
use) 
72% Pancreatitis, chronic 
Source: National Council on Alcoholism and Drug Dependence 
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Appendix G. (Continued) Health Issues 
47% Pancreatitis, acute 
80% Pharyngeal cancer,(including tobacco use 
41% Seizure 
13% Stomach Ulcers 
40% Trauma (including other drug use) 
Source: National Council on Alcoholism and Drug Dependence. 
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Appendix H. Laws in Louisiana 
# Administration of license and revocation (R.S.32: 414) A 
DWI conviction will result in a 90 day suspension of 
drivers license: if the individual is under 21 years of 
age it will result in a 180 day suspend driver's license. 
# Graduated Licensing (R.S.321: 407) 
# Minors must participate in drivers Ed. Classes (R.S.17: 
270 specifies 30 in-class hours and 6 road hours). 
# Minors may possess a learner's license at age 15-17 
# Minors must complete a on-road test, age 16 may receive 
(Class) intermediate restriction llp-5a 
# After one year of class E full license, if there have 
been no violations 17 years of age the individual 
obtaining a license for the first time is not reguired to 
meet these standards. 
Source: 1996 LA. Traffic Record Data Book (ISDS bus LSU 
EDU/LHS copyright 99 
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Appendix H. (Continued) Laws In Louisiana 
# Alcohol under 21 (R.S.14.93.10; R.S.14 : 93.11; 
R.S.14 : 93.12) is illegal for persons under the age of 21 
to buy, consume, or have an alcoholic beverage in their 
possession. 
# Zero tolerance for under 21 (R.S.14 : 98.1) BAL* 7.02 for 
persons under 21 years of age. 
# BAL.10 (R.S. 14:98) DWI for 21 yeas and older is .10BAL 
# BAL = Blood Alcohol Level 
Source:1996 LA. Traffic Record Data Book(ISDS bus LSU 
EDU/LHS copyright 99. 
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Appendix I. Alcohol Abuse and Related Problems 
# 10.5 million Americans show signs of alcoholism or 
alcohol dependence. 
# 7.2 Million show persistent heavy drinking patterns 
associated with health or impaired social functioning. 
# Alcoholism and related problems cost the nation an 
estimated $85.8 billion in 1988, $27.5 billion more than 
illicit use of other drugs. 
# An alcohol-related family problem strikes one of fifty- 
four American homes. 
# Twin and adoption studies have provided evidence for the 
genetic transmission of vulnerability to alcoholism 
# An average of 30 people died each day in 1987 from 
alcohol-related cases B a total of 105,095. Each victim 
lost 25.9 years of life on the average. 
Source: National Council on Alcoholism and Drug Dependence 
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Appendix I. (Continued) Alcohol Abuse and Related Problems 
# Fetal alcohol syndrome (FAS) is one of the top three 
known causes of birth defects with accompanying 
retardation. 
# Approximately one-quarter of all hospitalized patients 
have alcohol related problems. 
# A survey of 1986 deaths found that men who regularly 
drink two or more drinks a day were nearly twice as 
likely to die before age 65 than men who drink 12 or 
fewer drinks a year. 
Source: National Council on Alcoholism and Drug Dependence 
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Appendix J. Alcohol Abuse Special Populations 
# African Americans drinking level in 1984 were lower than 
White Americans. 
# African American men report higher rates of drinking- 
related medical problems, personal and social problems. 
# Between 1979 and 1981, the incidence of esophageal cancer 
for 35 to 44-year old African American males was 10 times 
that of whites, and cirrhosis of the liver deaths are 
still disproportionately high among African Americans. 
# African American women between the ages of 15 and 34 are 
six times more likely (and Native American women 36 times 
more likely) than white women to have cirrhosis of the 
liver. 
# The 1985, the alcoholism mortality rate for American 
Indians and Alaskan natives was 26.1 deaths per 100,000 
population, four-times higher than the general population. 
Source: National Council on Alcoholism and Drug Dependence 
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Appendix J. (Continued) Alcohol Abuse Special Populations 
# Asian Americans are more likely to abstain than members 
of other racial groups, but drink more in volume and 
frequency, according to a 1987 study which cited 
variables such as specific ethnic group, place of birth 
and the degree of acculturation. 
# An estimated 20-45% of the 3 million Americans who 
experience some type of homelessness each year have 
alcohol problems. 
Source: National Council on Alcoholism and Drug Dependence. 
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Appendix K. Ü.S. Totals vs. Louisiana Totals 
U.S. Total La. Total 
1996 Traffic crash fatalities 41,907 
1996 Fatality Rate/ VMT* 1.7 
1996 Alcohol related % of all 40.8 
crashes (17,126) 








1997 Alcohol related fatalities 3.4 
100,000 population 
for youth under 21 
* VMT- Vehicle motor travel miles 




(ISDS Bus LSU. 
EDU/LHSC 99) 
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Appendix K. Continued Risk Factors 
# Alcohol is closely linked to suicide. Among causes of 
death in alcoholics an average of 18% are due to suicide. 
About 21% of suicide victims are alcohol-dependent. 
# Of offenders convicted of violent crimes, 54% of the 
inmates in one survey had used alcohol just before the 
offense. 
Break Down Of Specific Crimes 
40) 58% Manslaughter 
41) 62% Assault 
42) 49% Murder or attempted murder 
43) 52% Rape or sexual assault 
Source: National Council on Alcoholism and Drug Dependence. 
190 
Appendix L. Survey Questionnaire 
Self Test for Alcoholism II 
1. Do you occasionally drink heavily after a 
disappointment, quarrel or rough day? 
Yes No 
2. When under pressure, do you always drink more heavily 
than usual? 
Yes No 
3. Can you handle more liquor now than when you first 
started drinking? 
Yes No 
4. On the morning after; have you been unable to remember 
part of the evening before even though friends say you 
did not pass out? 
Yes No 
5. When drinking with others, do you try to have a few 
extra drinks when they won't know it? 
Yes No 
6. Are there certain occasions when you feel 
uncomfortable if alcohol is not available? 
Yes No 
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7. When you start drinking, are you in more of a hurry to 
get the first drink than you used to be? 
Yes No 
8. Do you sometimes feel a little guilty about your 
drinking? 
Yes No 
9. Are you secretly irritated when friends or family 
discuss your drinking? 
Yes No 
10. Have you experienced memory blackouts more freguently? 
Yes No 
11. Do you often want to drink more after friends have had 
enough? 
Yes No 
12. Do you usually have a reason for occasions when you 
drink heavily? 
Yes No 
13. When sober, do you often regret things you have done or 
said while drinking? 
Yes No 
14. Have you tried to control your drinking by switching 
brands or following different plants? 
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Yes No 
15. Have you often failed to keep promises about 
controlling your drinking? 
Yes No 
16. Have you tried to control your drinking by changing 
jobs or moving? 
Yes No 
17. Do you try to avoid family or friends while drinking? 
Yes No 
18. Are you having an increasing number of financial and 
work problems? 
Yes No 
19. Do more people seem to be treating you unfairly without 
reason? 
Yes No 
20. Do you eat very little or irregularly when drinking? 
Yes No 
21. Do you sometimes have the morning shakes and relieve 
them with a drink? 
Yes No 
22. Are you unable to drink as much as you once did? 
Yes No 
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23. Do you sometimes stay drunk for several days at a time? 
Yes No 
24. Do you sometimes feel very depressed and wonder whether 
life is worth living? 
Yes No 
25. After drinking, do you ever see or hear things that are 
not there? 
Yes No 
26. Do you get terribly frightened after drinking heavily? 
Yes No 
If you answered 'yes' to any of these questions, you 
have some symptoms that may indicate alcoholism. 'Yes' to 
three or more questions in various categories indicate the 
following stages of alcoholism: 
Questions 1 to 8 : Early stage. 
Questions 9 to 21: Middle stage. 
Questions 22 to 26: Beginning of final stage. 
Source: National Council on Alcoholism and Drug Dependence. 
REFERENCES 
American Psychiatrie Association (4th Ed.) (1994). 
Diagnostic and Statistical Manual of Mental Health. Alcohol 
Related Disorders. Washington, DC: American Psychiatric 
Association, 194-203. 
Anderson, S. C. & Henderson, D. C. (1983). Family 
therapy in the treatment of alcoholism. Social Work in 
Health Care, 8(4), 79-94. 
Anderson, S. C. (1983). Group therapy with alcoholic 
clients. In B. Stimmel (Eds.), Current Controversies in 
Alcoholism, New York: Haworth Press. 
Bartsch, T. and Hoffman, J.A. (1985). A cluster 
analysis of million clinical motivational inventory (MCMI) 
profiles: More about a taxonomy of alcoholic subtypes. 
Journal of Clinical Psychology, 43, 431-437. 
Beck, A. T., Epstein, N., Brown, G., & R. Steer 
(1988). An inventory for measuring clinical 
anxiety: Psychometric Properties. Journal of Consulting and 
Clinical Psychology, 56(6), 895-897. 
194 
195 
Cattano, J. A. (1996). The influence of unconscious 
fantasy process in addiction and relapse. Clinical Social 
Work Journal, 24(4), 429-42 Winter. 
Christo, G and Franey, C. (1996). Addicts' drug 
related dreams: Their frequency and relationship to six- 
month outcome. Substance Use and Misuse, 32(1), 1-15. 
Darby, J. (1999, March 12). Teenager avoids jail in 
DWI death. The Times Picayune, pp. Bl, B2. 
Dawson, D.A. (1996). Gender differences in the 
probability of alcohol treatment. Journal of Substance 
Abuse, 8(2), 211-255. 
Gellens, H., Gottheil, E. & Alterman, A. (1976). 
Drinking outcome of specific alcohol subgroups. Journal of 
Studies on Alcohol, 37, 986-989. 
Gil, D. G. (1973). Unraveling social policy: Theory 
analysis and political action towards social equality. 
Cambridge, Mass: Schenkman Publishing. 
Goodwin, E. (1982). Is Alcoholism Hereditary? New 
York: Oxford University Press. 
196 
Grant, B. F. (1996) Toward an alcohol treatment model: 
A comparison of treated and untreated respondent with DSM- 
IV alcohol use disorders in the general population. 
Alcoholism: Clinical And Experimental Research 20(20) 372- 
378 . 
Johnson, S. (1997). Anxiety. Therapists guide to 
therapeutic intervention: The 123's of Treatment Planning, 
49-53. San Diego: Academic Press. 
Johnson, S. (1997). Depression. Therapists guide to 
therapeutic intervention: The 123's of Treatment Planning, 
40-44. San Diego: Academic Press. 
Johnson, S. (1997) Symptoms of relapse. Therapist's 
guide to clinical intervention: The 123's of Treatment 
Planning, 220-223. London: Academic Press. 
Lipton, S.D., Maranda, M. P. (1983). Detoxification 
from heroin dependency: An overview of methods and 
effectiveness. Advances in Alcohol and Substance Abuse, 2, 
31-51. 
197 
Lofquist, W. (1983). Discovering the meaning of 
prevention: A practical approach to positive change. Tuson, 
AZ: AYD Publications. 
Marlatt, G. A. (1979). Alcohol use and problem drinking: 
A cognitive-behavioral analysis. In P. Kindall and S. 
Hollon (Eds.), Cognitive Behavioral Interventions: Theory, 
Research and Procedure. New York: Academic Press. 
McCrady, B. S. & J. W. Langenbucher (1996). 
Treatment and health Care reform. Archives Of General 
Psychiatry, 53(8), 737-746. 
Mc Donald-Grant, J. (1983). The role of personal 
networks in the recovery from alcohol. Ph.D. Dissertation 
Toronto, 19(3) No. 999. 
McLellan, A., Luborsky, L. & O'Brien, C. (1986). 
Alcohol and drug abuse treatment in three different 
populations: Is there improvement and is it predictable? 
American Journal of Drugs and Alcohol, 12, 110-120. 
198 
Miller, W. R. (1983). Controlled drinking: A history 
and a critical review. Journal of Studies on Alcohol, 
44(1), 68-83. 
Murray, R., & Stabenau, J. (1982) . Genetic factors in 
alcoholism predisposition. In E. M. Pattison & Kaufman Ed. 
The Encyclopedic Handbook of Alcoholism. In New York: 
Gartner Press. 
P. Kindall and S. Hollon (Eds.)(1998). Cognitive 
behavioral interventions: Theory, research and procedure, 
pg. 279,302. New York: Academic Press. 
Room, R., Bondy, S. & J. Ferris (1996). Determinates of 
suggestions for alcohol treatment. Addiction, 91(5) 643- 
655. 
Ryan, R. M., Plant, R. W., and S. O'Malley (1995). 
Initial motivations for alcohol treatment: Relations with 
patient characteristics, treatment involved and dropout, 
addictive behaviors, 20(3), 279-289. 
199 
Sanders, E. J. (1993). A new model of residential care 
for substance abusing women and their children. Adult 
Residential care Journal, 7(2), 104-17, Fall. 
Sandra, B. (1999, March 12). Group solicits state for 
detox center. The Times Picayune, pp. Bl, B2. 
Simpson, D.D. and Lloyd, M. R. (1981). Alcohol use 
following treatment for addiction: A four-year follow-up. 
Journal of Studies on Alcohol, 42(3), 323-35. 
Steady, P and J. Viders (1979). A sharp approach to 
treating alcoholism. Social Work, 24(2), 144-49. 
Steiner, C. M. (1971). Games Alcoholics Play. 
New York: Ballantine Books. 
Van-Ryswyk, C., M. Churchill, J. Velasquez & Mcquire, 
R. (1982). Effectiveness of halfway house placement for 
alcohol and drug abusers. American Journal of Drug and 
Alcohol Abuse, 8(4), 499-512. 
200 
Waisberg, Jodie (1990). Patient characteristics and 
outcome of impatient treatment for alcoholism. Advances in 
Alcohol and Substance Abuse, 8(3/4), 9-27. 
Wright, K. D. and T. B. Scott (1978). The relationship 
of wives treatment to the drinking status of alcoholics. 
Journal of Studies on Alcohol, 39(9), 1577-81. 
Zimberg, S., (1982) The Clinical Management of 
Alcoholism. New York: Bruner/Mazel. 
